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Adult Mental Health Essay
My GP has a ‘borderlinepersonality disorder': Should this worry me?
2
Introduction:
I chose this essay for a variety of reasons. Firstly, one of the initial clients I was 
asked to work with on my placement was an intelligent woman who had a diagnosis 
of Borderline Personality Disorder (BPD) and was unhappy with the label. 
Furthermore, the issue of working with people with a diagnosis of personality 
disorder (PD) appeared to elicit negative responses from colleagues and I found the 
language used to describe these clients quite upsetting. Therefore, this topic 
appealed to me as a way of learning about something that I knew little about and had 
a strong resonance in my clinical work and setting. I have approached this as a first 
year female PsychD student and have used this essay to answer for myself whether I 
should be worried about having a GP with a diagnosis of BPD. I have not dwelt on 
how I found out and have assumed the diagnosis is genuine. I have not dwelt on the 
nature of worry and have assumed these are regarding ability to undertake the roles 
and responsibilities required. This paper reflects my journey to understand this issue 
and will finish by highlighting what I learned and whether I would be worried in this 
situation.
For me to understand the concept of PD or the specific category of BPD, I found it 
necessary to understand the history of the concepts and how they have come to be 
part of current mental health thinking. This prompted me to examining the validity of 
the concept and then to examine what evidence there is for the diagnosis of PD as a 
whole. This essay will look at other conceptualisations of PD and BPD that have 
been offered including a service user’s perspective, personality on a continuum and 
examining BPD as a subsection of Post Traumatic Stress Disorder (PTSD).
Whatever conceptualisation, there seems to be evidence of a sizable group of people 
who have a number of difficulties, including problems with interpersonal 
relationships and emotional management. Given the high demands of a GP role, I 
was interested to know what the outcomes were for this group in terms of life success 
and work achievement. This essay will then examine the question of whether BPD is 
treatable, as this would have an impact on how concerned one might be. I will also 
look briefly at issues of stigma and how these impact on the treatment received.
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Finally, I was interested in some of the practical issues about whether it would be 
possible for someone with a diagnosis of BPD to become and remain a GP.
History and definitions
Tyrer et al. (1993) outlined the development of the notion of PD and argue that for 
centuries there has been an idea that some people have characteristics that separate 
them from being ‘normal’. These people are separate from the norm because these 
characteristics are disliked and unhelpful. There were many debates about the nature 
of personality and Berrios (1993) argues that in the late 19th and early 20th centuries a 
disorder of the personality was seen as a breakdown of consciousness, including 
hallucinations and memory disorders. There also appears to have been an acceptance 
that people were personally responsible for their behaviour and the idea that a moral 
deficiency had taken hold. (Tyrer et al, 1993). At this time, the term “psychopathic” 
meant any form of mental disorder.
By the 1940s there was a move towards seeing problems of personality as hiding 
more serious psychological issues, possibly based on genetics, and raised questions 
about personal responsibility. Between the 1960s and 1990s two separate groups in 
the USA were working on the idea of personality disorder. One group of 
predominantly psychodynamic practitioners examined issues relating to borderline 
and narcissistic personalities. The other group, the American Psychiatric 
Association, were devising a way of accurately and reliably describing people’s 
behaviour for classification and diagnosis. The classification of personality disorders 
as a separate axis from other mental illnesses within the DSM was done as recently 
as the 1980s. Tyrer et ah (1993) argue that as both groups were able to identify these 
problems, the ideas can not be ignored or dismissed.
BPD was seen as a problem “borderline to Schizophrenia” (Berelowitz & 
Tarnopolsky, 1993). It described people who were believed to have some form of 
neurotic problem alongside short episodes of psychosis. This definition is not how it 
is currently used and there have been calls to rename the problem (eg. Blum et al, 
2002).
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The current view of PDs is that they are “mental illnesses” that affect almost all parts 
of life and are enduring over time fhttp://allpsvch.com/disorders/personalitv/ 
index.htmD.
The DSM describes the current diagnosis as a “pervasive pattern of instability of 
interpersonal relationships, self-image, and affects, and marked impulsivity 
beginning by early adulthood and present in a variety of contexts” (American 
Psychiatric Association, 1994). The person should show at least five out of nine 
symptoms and these include frantic avoidance of abandonment, a pattern of unstable 
relationships, unstable self image, damaging impulsivity, recurrent suicidal 
behaviour, unstable short term moods, feeling empty, anger management problems 
and stress related psychosis.
I was struck that the concepts as we know them today are relatively recent, yet they 
are entrenched in current thinking. Berrios (1993) summarises my personal 
conclusions by writing how “intellectual context and historical fashion, rather than 
empirical research” seem to have played an important role in determining what view 
of personality is taken and how personality disorders have come to be so entrenched 
in our thinking. On the other hand, within my placement the practitioners have 
argued heatedly that not only does the concept accurately describe the problem, but 
that it is useful for them to have this diagnosis in understanding and helping their 
clients. These contradictions led me to read about the validity of the concept.
Validity of diagnosis
Mann and Moran (2000) point out that the Government wants to increase access to 
treatment for people with a diagnosis of PD and that people use this term with 
confidence as it accurately describes a group who can be clearly defined and 
identified. They go on to argue that there is strong evidence to support the reliability 
of the label. Using the standard measures, researchers can reliably diagnose PD and 
they conclude that the reliability between instruments is good. They argue that using 
the definition and tools currently available, they would repeatedly identify the same 
group of people as having these problems, and that different clinicians would come 
to the same conclusions under these circumstances.
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However, the arguments for validity are less robust. Shea et ah (2002) found that 
while the identified group of people did continue to be identifiable over a one year 
follow up, their symptoms varied. Amongst those with a diagnosis of BPD 59% did 
not stay at a diagnostic level within the year whereas the comparison group were 
more stable in their symptoms over time. This indicates that the symptoms are not 
necessarily as enduring as the diagnosis would suggest.
Buchanan (2005) describes a hierarchical approach to scientific classification and 
argues that the bottom level is that which is purely observational. He argues that 
many DSM classifications fall into this level, as most do not provide explanations of 
cause or course of the problem. He argues that a category is valid if it covers the 
whole range of symptoms and also ensures that it is distinct and separate from any 
other category. This presents another challenge to the validity of PD. A number of 
studies have found that when one tries to separate the diagnosis, people often fall into 
a number of categories and can have many different diagnosable PDs concurrently 
(eg. Moran et al, 2000). Widiger and Trull (2007) also show how some diagnoses, 
for example obsessive-compulsive PD, need four out of eight symptoms, thus two 
people with the same diagnosis could share no diagnostic characteristics.
Furthermore many studies show that a diagnosis of BPD is very often co-morbid 
with other mental illnesses, including depression (eg. Modestin & Villiger, 1989) and 
PTSD (eg. Clarke et al, 2008) which could confound any diagnosis.
Board and Fritzon (2003) argue that the diagnosis leads to a circular argument: “Why 
does someone present with this behaviour? Because they have a PD. Why do they 
have a PD? Because they present with this behaviour”. This in turn undermines any 
attempt to understand the traits and characteristics of people with the diagnosis.
Another challenge to the validity of the diagnosis has come from the “Survivors” or 
“Service Users” groups. Shaw (2005) writes how there are two ways of 
conceptualising BPD; the DSM criteria and by the people living with the symptoms. 
She writes these two explanations next to each other and offers an alternative to the 
psychiatric diagnosis: “It’s like having your insides scraped out with a blunt 
instrument. It’s like drowning. It’s like the whole sky has fallen on you.. .and now 
you don’t care what words you scream because on-one can hear you anyway”.
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Shaw argues that there is a gap between personal experience and psychiatric 
description and that there is concern that personal experience is afforded less validity 
than the DSM theoretical constructs. Cresswell (2005) states that direct experience is 
a source of knowledge that would give a new understanding to the way people 
experience distress, and that this form of knowledge is not taken seriously in 
psychiatric approaches.
When I started reading it had not occurred to me to question the concept. I had 
simply accepted these categories, in the same way as cancer or heart disease.
Starting with the history and development of the idea of PD and BPD and then 
moving into the validity of the diagnosis, I was struck forcibly, not only by the 
scientific critiques of the concept, but by the strong service user critique. I was 
tearful when reading Shaw’s (2005) paper, which is not my standard reaction to 
academic papers. I was left feeling angry and frustrated that the diagnosis has been 
so readily accepted despite such big problems with its validity, especially as the 
consequences for the recipient seem fairly significant. This led me to start reading 
into other ways the problems could be conceptualised.
Reconceptualising BPD
There have been alternative conceptualisations offered for both the diagnosis of PD 
and BPD. Nakao et al. (1992) found that functional outcomes were affected by how 
one viewed PDs. With a categorical model of PD, people with a schizotypal and 
schizoid PD were shown to have the greatest functional impairment. Using a 
continuum model, people who had a diagnosis of schizotypal, paranoid and 
borderline PD were seen as the most severely impaired. This indicates that 
reconceptualising PDs could have a profound effect on a number of issues.
Board and Fritzon (2003) argue that personality should be viewed on a continuum, 
stating that there has been little evidence that there is any categorical difference 
between people who have a diagnosed PD and those considered ‘normal’. They 
investigated the prevalence and impact of PD in the workplace and found that most 
of the ‘normal’ group had clinically significant PD scores. Their conclusion is that 
one could adopt a continuum model and people would be given an individual 
personality profile rather than a single label.
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Widiger and Trull (2007) take this further and argue that the categorical model 
adopted by the DSM is a failure for a number of reasons including that the DSM 
does not offer clear boundaries between ‘normal’ and ‘disordered’. They also argue 
that under this system when the DSM revises its categories, people that were 
‘normal’ are the next day ‘disordered’. They argue that it would be more helpful to 
identify overall personality traits and then specific maladaptive traits within that 
spectrum. They propose looking at personality on a continuum similar to that used 
for intelligence. While identifying cut off points would be challenging, they argue 
this would provide a better way of identifying maladaptive traits than the current 
categorical classification.
Trippany et al. (2006) provide an alternative explanation for the symptoms of BPD, 
namely that the person may be suffering from PTSD. Shaw (2005) argues that there 
is evidence that at least 70% of women diagnosed with BPD have suffered trauma 
and that overwhelmingly it is women who are diagnosed with BPD. Trippany et al. 
(2006) highlight that there are a number of similarities between the symptoms for 
both and that one of the developmental factors for BPD appears to be trauma in 
childhood. They go on to argue that many of the behaviours associated with BPD 
such as relationship problems and self harm would be expected in chronic PTSD. 
They also argue that as PTSD is one of the few diagnoses in the DSM that has an 
identifiable cause, it may be a more accurate diagnosis. By bringing BPD under the 
auspices of PTSD, one would achieve a more valid diagnosis and decrease the stigma 
associated with BPD. It would also have implications for treatment offered and 
clinical practice (Trippany et al, 2006).
Clarke et al. (2008) examined the outcomes for CBT treatment for PTSD for rape 
victims with high rates of borderline personality characteristics (BPC). They found 
that high BPC was associated with higher levels of pre-treatment PTSD. However, 
they were as likely to complete treatment and show significant improvement, 
indicating that women with BPC would benefit significantly from treatment for 
PTSD. While the sample were not officially diagnosed as having BPD, this 
strengthens the argument for an overlap between PTSD and BPD.
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I was left with a strong sense that there must be a better way of conceptualising both 
PD and BPD. When I read the diagnostic criteria for different PDs, I often found 
myself thinking, ‘Tm  like that”, or “I do that” so I find the idea that we are all on a 
continuum a more helpful way of looking at the situation.
The clinicians at work all seem to agree that their clients with BPD are likely to have 
undergone trauma, and yet were still not willing to see their problem in terms of 
PTSD, arguing that they appeared to be different problems. My lack of experience 
leaves me currently unable to establish which of these perspectives is more accurate, 
but given all the other problems with the diagnosis of PD as a whole, I am more 
inclined to take a view that offers a more hopeful outcome and a more 
understandable cause.
Prevalence and Functioning: Work and Life Success
However one conceptualises BPD, there appears to be a group of people who have 
symptoms similar enough to be grouped. I was interested to know how prevalent the 
problem is and what the functioning outcomes are for people with this diagnosis.
The National Institute for Mental Health in England (NIMHE) (2003) indicate that 
between 10 -  13% of the adult population in the community could be estimated to 
have some form of PD. Moran and Mann (2002) sampled for cluster B PDs 
including BPD, in four London GP surgeries. They used a variety of assessments 
and followed up after one year. They argued that a true estimate of prevalence for 
any PD would be between 17 -  36% of their sample and that the diagnosis of cluster 
B PDs only made up about 4% of their sample. While their sample may not be 
entirely representative, they do indicate that cluster B diagnoses are relatively small 
in comparison to other types of PD and thus BPD makes up an even smaller 
percentage. This would indicate that having a diagnosis of BPD is a relatively rare 
occurrence.
I was also interested to find out what the overall functioning levels were for people 
with BPD. Ullrich et al. (2007) define functional impairment as “deviant behaviours 
and cognition, disturbed intimate and work relationships and often a poor response to 
treatment”. In their study of life success and PD, they found that BPD was negatively 
associated with successful intimate relationships and generally poor life success.
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Modestin and Villiger (1989) undertook a four year follow up on people with BPD 
versus other PDs and found that they were more likely to have poor work success. 
Andreoli et a l (1989) found similar rates of poor outcomes for people with any PD, 
showing poorer social and global functioning than a comparison group. More 
recently, Skodol et a l (2002) also found that people with BPD were more likely to 
have major impairments at work, in relationships and socially, than patients with an 
obsessive-compulsive PD or those with a major depressive disorder. In 2005, 
Zanarini et a l conducted a six year follow up with a sample of BPD and a 
comparison of people with other mental illnesses. They found only 13% of those 
with BPD and not in remission achieving a high status job. Ansell et a l  (2007) 
argue that for any psychiatric diagnosis, there needs to be a degree of functional 
impairment, but that people with a diagnosis of PD are likely to be more functionally 
impaired than most. They found that those with a diagnosis for BPD showed much 
lower levels of functioning than the healthy sample and were more impaired than 
those with other PDs or mental illnesses. They also found that the dysfunction was 
more likely to go on for longer periods of time.
I was hoping to find that research would show evidence to suggest an improvement 
of functioning for those with BPD, but that that did not appear to be the case. 
However, although Zanarini’s paper indicates that only 13% of people with BPD are 
likely to have high status jobs, those 13% do exist. I thought about the GP in 
question and was struck by the enormous odds against achieving that level of 
functioning and how hard they would have had to work to become a GP. I also 
started to wonder about whether people with this diagnosis do badly because of the 
symptoms of their problem or because their diagnosis excludes them from treatment 
and/ or other aspects of society.
Treatment and Stigma
Another factor impacting on this question was how well patients would respond to 
treatment. As I highlighted above, I was also starting to wonder what treatment was 
offered to people with this diagnosis.
The NIMHE (2003) indicate that historically people with a PD were seen as 
unbeatable and therefore experienced discrimination in terms of what treatment is
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offered. They argue that services for people with a diagnosis of PD is patchy and 
inconsistent with only 17% of Trusts having dedicated services for people with a PD 
and 40% having some provision. By implication 43% had no service at all. The 
NIMHE indicate a drive on the part of the Government to provide more extensive 
services and they argue that there is room to be optimistic about treatment of PD. 
They are urging Trusts to provide more specialist treatment in an effort to reverse the 
trend of this group being excluded from services.
Bateman and Tyrer (2004) undertook a literature search on the treatments available 
and believed effective for people with a diagnosis of PD. They argued that it is 
difficult to fully establish whether any treatment is effective as there remain ongoing 
arguments about what is meant by “effective outcomes”. High co-morbidity with 
other problems may mean that treatments are working on the other symptoms rather 
than the PD. One could use objective measures such as use of A&E services or 
measures of increased functioning. All of these are flawed and thus any claims on 
improvement need to be seen within that context. However, despite these caveats, 
there does appear to be positive news regarding treatment outcomes.
Some psychodynamic therapy has been shown to be relatively successful with an 
improvement in symptoms and functioning (Bateman & Fonagy, 2001 in Bateman & 
Tyrer, 2004). Some forms of Cognitive Therapy namely Beckian CT and a brief 
manual assisted CT both showed some improvements in symptoms and the second 
showed an improvement in depression and self harm rates. (Ryle & Golynkina, 2000 
in Bateman & Tyrer, 2004). Dialectical Behavioural Therapy was shown to have a 
good effect on self harm reduction (Linehan et al, 1993 in Bateman & Tyrer, 2004). 
However, Bateman and Tyrer (2004) argue that follow up studies have not replicated 
this fully so it may not be more effective than other treatments.
Blum et al. (2008) have developed a training programme for people with a diagnosis 
of BPD, which combines CBT elements, skills training and use of the person’s 
family/ friends in a systemic way. This programme was evaluated utilising a 
randomised controlled trial at a one year follow up and found that there were 
improvements in mood, cognition, impulsivity and relationships as well as levels for 
depression.. The most significant improvement was a reduction in the use of 
emergency services. Blum et a l (2008) have designed a second part to this
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programme which they argue is likely to make the improvements more significant 
over time.
Komer et al. (2006) conducted a replication study using a psychodynamic 
“conversational model” of treatment for those with a diagnosis of BPD and found 
that there was an improvement in symptoms and behavioural measures such as levels 
of self harm.
Zanarini et aFs (2005) study included a “heavily treated sample” and although they 
don’t identify the types of treatment, they did find that a proportion of the sample 
during the 6 year follow up moved from having a clinical diagnosis of BPD to being 
in remission. For the people who went into ‘remission’ the functioning outcomes 
were significantly better including achieving well at work or school and over a third 
being married or living with a partner.
Bateman and Tyrer (2004) conclude by stating that now that there has been a move 
away from seeing people with PD and especially BPD as untreatable it is likely that 
effective treatments will be found over the next two decades, and that this will help 
to reduce the stigma attached to this diagnosis.
Given that there appears to be increasing evidence that PD and especially BPD is 
treatable, I was left wondering why the clinicians at my office remained fairly 
negative about working with people with this diagnosis. Avarim et al. (2006) argue 
that in clinical practice, people with BPD can present challenges for the clinician and 
that it can be difficult for the clinician to see the behaviours as part of the disorder, 
rather than the fault of the individual. Newton-Howes et al. (2008) indicate that 
despite a drive to increase access to treatment, amongst clinicians there remains a 
belief that those with a diagnosis of PD are likely to be more difficult to manage.
I have not yet seen much evidence that the Government’s drive towards increased 
access to treatment or the belief of treatment success has filtered into day to day 
practice. In my placement, a psychologist has been designated to work with PD, but 
is so financially stretched that the bulk of the work remains with the nurses and 
support workers, who seem frustrated by working with this client group. For the GP 
in question, if they received treatment, they may go into remission or have a good 
chance of a reduction in symptoms and an increase in functioning. However, they
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may be offered little or no treatment. If already a GP, then they would have trained 
prior to the NIMHE’s (2003) policy to make treatment more available, and so would 
not have benefited from these changes.
Medical Perspective
The final area of interest to me when answering the question was what the feasibility 
would be for someone with this diagnosis to become a GP and whether any 
precedents could be drawn on.
When I tried to research the issue of GPs having a psychiatric diagnosis I found an 
interesting problem. I searched the database Pscyhlnfo and used a variety of key 
words such as “GP; doctor; General Practitioner” and cross referenced with words 
such as “psychiatric illness; mental health” etcetera. I found only two papers 
covering the GPs’ own health. This seemed to indicate either that GPs have 
remarkably good mental health or a lack of information and awareness of any 
problems that exist, or possibly a desire to hide any problems that may exist.
Of the papers found, one examined job stress (Cooper et al, 1989). The other looked 
at rates of stress, anxiety and depression (Caplan, 1994) and found that 29% of the 
sample had clinically measurable levels of anxiety and that GPs were more likely to 
be suffering with depression and have suicidal ideation. Caplan (1994) comments 
that there are few studies looking at the psychological wellbeing of doctors. The 
General Medical Council (GMC) (2008) indicate that GPs are more likely to suffer 
with work related ill health than other professions and that the prevalence of common 
mental disorders can be as high as 29% compared with 15% in the population. I was 
unable to find any precedent for a GP with a PD. This got me thinking about the 
process of selection and training for a GP and whether this would enable someone 
with a PD to become a GP.
The GMC (2008) provided guidance on encouraging disabled students into the 
profession including mental health problems. They indicated that all forms of mental 
health problems would be considered as falling under the Disability Discrimination 
Act 1995 and would thus be protected. However, in the same document, trainee 
doctors write about their experience of having mental health problems and indicate 
that it is highly stigmatised and thus people hide these issues. The GMC also indicate
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that medical schools should be aware on graduation individuals are eligible for 
registration and would need to be considered “fit to practice”. The Medical Act 1983 
indicates that “a persons fitness to practice shall be regarded as “impaired” for the 
purposes of this act by reason only of...(d) Adverse physical or mental health”.
There is some discussion in the GMC’s 2008 document about how difficult it is to 
determine if someone’s mental health was causing them to be unfit to practice, but no 
clear line is taken.
I was left unclear about the GMC’s perspective on this. While publicly wanting to 
increase access for disabled students, they need to be “fit to practice”. One of the 
factors determining “fitness” is adverse mental health and there is no clarity about 
what level of mental health problems are considered “adverse”. For me, it would 
appear that in order to get into medical school, one would need fairly robust mental 
health and enduring problems would probably be deemed “unfit”. It would seem 
unlikely that someone with BPD would be able to become a GP unless they were 
able to hide their condition, were on a continuum and were low on the spectrum of 
BPD, or had responded very well to treatment.
Conclusions
At the start of this process, I knew little about PD or BPD and wanted to tackle this 
question as a result of experiences and discussions in my work place. I started by 
trying to understand the origins of the idea and was interested to realise that it is a 
relatively recent conceptualisation of the problem and could easily have been 
conceptualised differently. This led to questioning the validity of the diagnosis and 
found that there were many problems, including an overlap of categories and a lack 
of acceptance by the people labelled this way. When examining other ways of 
conceptualising PD and BPD, I was drawn to the idea of seeing personality on a 
continuum and was interested in the evidence to support seeing BPD as a subsection 
of PTSD. Despite these concerns there appears to be a group of people labelled in 
this way, and I was interested to find out what the prevalence and life success 
outcomes are for this group. While BPD is a relatively rare problem, it appears to 
have fairly poor prognosis in terms of life success and work functioning. This struck 
me as interesting, as a GP would be considered high functioning and holds a lot of 
power. This got me interested in treatment outcomes. Although there is growing
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evidence that people with BPD respond positively to treatment, this has not 
historically been the perception and high levels of stigma have often meant that 
limited treatment has been offered. There appears to be a move to address this, but 
despite positive indications at governmental level, this does not yet appear to have 
affected ground level practice. Thus the GP could have benefited from treatment if 
they were offered it. Finally, I wanted to find out about whether there was any 
precedent for having a GP with a PD and found that there was limited information 
about mental disorders affecting GPs. The GMC appear to have an unclear position 
about whether someone with a PD would be allowed to train as a GP but it would 
appear unlikely.
I remain unconvinced by the validity of the diagnosis and I believe there are other 
ways of seeing these problems that are more helpful in terms of treatment and 
reducing stigma. On the other hand, I can see that for people with this diagnosis, life 
success and general functioning have a poor prognosis. Bearing that in mind, if 
someone were able to manage their distress and overcome the issues of stigma and 
the many difficulties of becoming a GP with a mental health problem, then I would 
have to conclude that that person had overcome enormous odds and showed 
incredible resilience and I would not be worried at all to have such a person as my 
GP.
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Professional Issues Essay:
Clinical Psychologists are expected to take a clinical leadership role in 
mental health teams. What themes and approaches might inform our 
understanding o f  a clinical leadership position and its usefulness to
others?
Introduction
Interpreting and debunking the question
I decided to answer the question on clinical leadership as I am interested in 
leadership issues. However, thinking about the question in more depth, I realised I 
was uncomfortable with the questions’ phrasing and I would probably not want 
colleagues from other professions to read that title. As a result, this essay starts with 
debunking the initial premise that clinical psychologists are “expected to take a 
clinical leadership role”. I have started by attempting to clarify and define terms 
such as “leadership”, “clinical leadership” and “management”.
I then moved on to looking at the usefulness and value of clinical leadership and 
established it as an important role in terms of patient care. I then began to examine 
what evidence exists that clinical psychologists are expected to take on this role.
This required a historical perspective, which highlighted that this is a relatively new 
role for psychologists. It is emerging as a result of the profession attempting to 
redefine itself and stay relevant within a changing health service which is prioritising 
leadership, rather than being imposed externally. I then examined the current 
circumstances in the NHS, which indicate that while psychologists are expected to 
take on formal leadership roles immediately upon qualification, this is not unique to 
psychology.
Thus a dilemma emerged, which is that if psychologists expect themselves to take on 
clinical leadership roles, what does this mean for other professions? It would appear 
that other professions also see this as a role they should occupy. As a result, I 
examined what makes psychologists well placed to take on such roles and a number 
of writers give good reasons why psychologists might make good clinical leaders. 
From here, I started to question how the profession is preparing trainees for these 
roles.
However, before one can train someone into a leadership role, one needs to 
understand more about the nature of leadership and what type of leader is needed. 
This led to an examination of different leadership styles and what emerged were two 
conflicting epistemological positions regarding whether leadership is situated inside 
an individual and their characteristics, or whether leadership is created and moulded
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within a particular context. While the NHS appears to have opted for a more trait 
orientated model, I have argued that psychologists might be able to straddle both 
these positions and thus provide the NHS with a more comprehensive leader.
Finally, I was able to return the issue of whether trainees are being well prepared for 
the challenges of being clinical leaders during their training. This allowed some 
space for me to reflect on my own experience of leadership training on the Surrey 
programme.
Defining Terms
Wood and Gosling (????)1 Indicate that leadership is an idea which presents ongoing 
difficulties with definition. Cook (2001) argues that often the terms “leadership” and 
“management” are used interchangeably, which has led to confusion about what is 
meant by “clinical leadership”. I certainly found this to be the case and I have 
synthesised the literature into the following definitions of each term.
Leadership is defined as “behaviour that creates or changes basic beliefs and values 
in a group" (Department of Health, 2007). The DoH (2005) also indicate that 
leadership includes setting directions and plans. Cook (2001) argues that leadership 
is not about particular job titles, but about the beliefs and attitudes of the person, who 
influences others around them.
Clinical leadership appears to incorporate the ideas of leadership, with the added 
dimension of being in the context of front line work. Milward and Bryan (2005) 
argue that clinical leaders find ways to solve problems, including problems between 
professionals, for the benefit of the patient. Bremble and Hill (2004) provide an 
example of clinical leadership in which the clinical psychologist brought together 
professionals involved in the care of a family. They facilitated and engaged 
participants into setting aside professional differences and concentrate on finding the 
best outcome for the family.
1 This paper was accessed on the internet however the date of publication is not provided on the  
paper. I have emailed the authors on this issue and am awaiting a reply.
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In contrast to leadership, “management” involves finding ways to achieve pre-set 
goals (DoH, 2007). While some writers use the term “management” to mean a 
formal version of leadership (e.g. Cook & Leathard, 2004), others argue that there is 
a distinct difference between “leadership” and “management”.
The Department of Health (2005) argues that there is also confusion between 
“management” and “administration” and that administration concerns arranging rotas 
and schedules, while management is about resource management to improve 
performance. For a team to succeed, you need all three elements: good 
administration, management and clinical leadership.
For the purposes of this paper, the terms leadership and clinical leadership will where 
possible be used separately, however often cited authors refer to leadership and 
within context can be taken to mean both leadership and clinical leadership. This will 
be contrasted to formal leadership such as management.
NHS Context and development of the “expectation” to clinical leadership 
Usefulness of Clinical Leadership
I will now move on to consider the usefulness of a clinical leadership role. The 
Department of Health (2007) argues that good leadership can ensure improved 
patient care. In teams with poor leadership, staff tend to be unclear about their goals 
and the best ways of achieving these. As a result, patient care suffers and staff 
struggle to solve problems. Ultimately patients are more likely to receive lower 
quality care (DoH, 2007).
If this is true, then the role of a clinical leader within a mental health team becomes a 
vital role in ensuring good patient care and the prevention of harm. With this in 
mind, I will now turn to one of the key aspects of this paper, which is to examine 
whether there is in fact an expectation for clinical psychologists to take on this role, 
and if there is, where this expectation has come from.
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Historical perspective
The government set out plans to improve mental health services in the late 1990s 
however, the Sainsbury Centre for Mental Health (2001) identified some key 
challenges to implementing changes successfully. They argued that there was a gap 
between plans to modernise and practice. Amongst the challenges identified, 
"developing adequate local leadership" and “achieving change management” were 
highlighted (SCMH, 2001). They argued that a group of professionals would need to 
be trained and developed into taking leadership roles, and they envisioned that 
psychiatrists would undertake these roles (SCMH, 2001).
However, despite additional funding, changes in the NHS were not as successful as 
was hoped (Ham, 2003). Ham (2003) argued this may be related to professional 
divisions and problems with managing the balance between professional autonomy 
and the need for accountability. Ham (2003) argued that clinical leadership might 
help these difficulties, but there were limited incentives for professionals to take on 
leadership roles.
Shortly after these two pieces of work, Hewson and White (2004) published their 
paper arguing that psychologists should retain a degree of separation from the mental 
health teams in which they were based. They asserted that psychologists could 
provide supervision for staff within the teams, but implicit is the view that 
psychologists are not really part of the teams and should be managed separately.
Thus the very difficulties identified by the Sainsbury Centre for Mental Health 
(2001) and Ham (2003) regarding professional divisions were demonstrated in the 
Hewson and White (2004) paper. It would appear that even as recently as 2004, 
there was no “expectation” that clinical psychologists would take on leadership roles 
of any sort.
In 2005, the New Ways of Working for psychiatrists attempted to identify new 
working patterns to manage the shortage of consultant psychiatrists (DoH, 2005). 
The issue of leadership roles emerged and the paper argued that while traditionally
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psychiatrists had taken on the clinical leadership role, this was no longer feasible and 
other professions would need to take these on.
Thus there was increasing focus being placed on the need for good leadership in the 
NHS and in 2006, the NHS Institute for Innovation and Improvement published their 
NHS Leadership Qualities Framework. This set out three clusters of leadership 
qualities, namely the presence of personal qualities, the ability to set the direction of 
the service and the ability to deliver services.
Wood and Gosling (????) critique this framework as it was based on examining the 
qualities of individuals in top positions within the NHS and cannot automatically be 
applied across the service. They argue that these characteristics may describe people 
in top jobs, but not leadership. Furthermore, one may have a number of these 
characteristics, and yet not be a leader (Wood and Gosling, ????). However, despite 
its possible flaws, it indicates a shift towards more importance being placed on 
leadership, however there is no privileging of any profession to take these roles.
Simultaneously, the Depression Report (Bell, et al., 2006) was published which 
proposed the introduction of large numbers of specialist Cognitive Behavioural 
Therapy (CBT) therapists into the NHS who would revolutionise the treatment of 
those with depression and anxiety.
It was in this context that the New Ways of Working (NWW) for Applied 
Psychologists (2007) was published. This argues that for psychologists to retain a 
role within the NHS, they need to demonstrate that they are more than an “expensive 
luxury” in comparison to the newly trained CBT therapists. It indicates that 
psychologists are well placed to take on more leadership roles within the NHS, and 
states that the “New Ways of Working for Psychiatrists report advocated a stronger 
clinical leadership role for applied psychologists”. Interestingly while this may be an 
inference in the NWW for Psychiatrists report (2005), it was not explicitly stated in 
this way, and in fact argues that leadership abilities are not specific to professional 
training.
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I believe that this was a key moment for the development of this “expectation” of 
psychologists as clinical leaders. It appears that historically psychologists have held 
themselves apart from teams. However as the NHS started to prioritise the need for 
leadership, corresponding to an influx of CBT therapists available at a lower cost 
than psychologists, it appears that psychologists needed to redefine their role and the 
value that that they added to the organisation. It is from this point that one begins 
to see the emergence of this expectation from within the discipline, rather than being 
externally imposed.
Current Context
Within the national profile for psychologists, it is clear that a degree of leadership is 
expected from the first post after qualification and increase with progression up the 
pay scale (NHS, 2006). The British Psychological Society (2007) uses this to argue 
that psychologists are expected to take on formal leadership roles earlier in their 
career. However, clinical psychologists are considered to require the same level and 
knowledge as psychotherapists and thus have the same pay banding (NHS, 2006). 
Thus one could argue that there is an expectation from the organisation that both 
professions should take on clinical leadership roles in a formal way.
The NHS leadership qualities framework (2006) is currently used as the benchmark 
for identifying leaders and highlighting the qualities the NHS it wants in its leaders. 
However the document does not differentiate between leaders and managers and 
there is reference to some of the skills being especially needed at directorship level, 
which would indicate the perception of leadership as being a more "managerial" 
approach.
There is reference to the idea of "influencing" being an important part of leadership 
and one could see this as being more closely aligned with clinical leadership, 
however there is no privileging of psychologists in this.
Furthermore, a Department of Health report (2008) indicates that all clinicians are 
expected to offer leadership and where appropriate take on managerial and formal 
leadership roles to work towards improved patient care. This is not specific to
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psychologists and the example cited involves nurse managers. The report proposes 
that leadership becomes part of undergraduate training for medical and nursing 
students as well as other healthcare professionals.
Thus within the current context of the NHS, leadership is being increasingly valued 
and that there may be some pay related inducements for professionals, to take on 
more official leadership roles. However there is little direct evidence that 
psychologists, in particular clinical psychologists, are being touted as the best 
professionals to take on these roles. This seems to confirm my growing sense that 
this expectation of clinical psychologists to take on clinical leadership roles is not 
being driven by the NHS, but from within our profession as we try to redefine and 
adapt our roles to the current and changing health system.
Other professions and clinical leadership
As highlighted earlier, in mental health teams traditionally clinical leadership roles 
have been filled by the consultant psychiatrist (DoH, 2005). Ham (2003) argues that 
another big challenge for the NHS is to create a culture in which following a leader is 
accepted as many professionals in the NHS value autonomy and can be rejecting of 
leaders. If psychologists are to take on clinical leadership roles, this will require 
some shifting of position for psychiatrists. While this may make sense pragmatically 
and may be intellectually accepted by the Royal College of Psychiatrists, this may be 
a difficult adjustment for the psychiatrists within teams.
Psychiatric nurses are another key profession within mental health teams and as 
shown earlier, the NHS report cites examples of nurses as clinical leaders. There is a 
growing research literature examining nurse leadership in the NHS and when 
conducting a literature search, almost all references to clinical leadership were 
returned within the nursing profession. In my current placement, the memory clinic 
has been designed, operated and managed by nursing staff. In my previous 
placement, in the absence of a psychiatrist, the clinical leadership role was taken on 
by an experienced nurse.
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However, in contrast to this, Johns (2003) conducted a study into the experiences of 
clinical leadership in nursing. He argued that nurses were too embedded in the 
organisational culture to challenge existing practices and anxiety about conflict 
meant they adopted a conflict-averse approach when confronted with poor practice. 
Thus it may not always be possible for nurses to take on these roles at this time.
It is clear that leadership is an increasingly important requirement in the NHS, which 
has a direct impact on patient care. It is also clear that psychologists need to adjust 
and adapt to remain relevant and valued within the new NHS. However, there are 
other professions that may struggle to accept the changes that are underway in the 
psychological profession and who also have a vested interest in taking on the clinical 
leadership roles. If psychologists are to be successful in emerging as clinical leaders, 
they need to examine what skills and attributes they embody as a profession, that 
make them well suited to this role.
Why psychologists might make good clinical leaders
The leadership project, undertaken for the New Way of Working for Applied 
Psychologists project group (2007) argue that psychologists are well placed to take 
on leadership roles, but have so far failed to do so in great numbers.
The leadership project found that participants had both positive and negative views 
of psychologists in leadership positions. They argued that in the past, psychologists 
had been more interested in their own profession than the organisation as a whole 
and kept themselves separate from the teams. They would "cherry pick" cases and 
were not really aware of their impact on the team (DoH, 2007). This is consistent 
with the Hewson and White (2004) paper cited earlier.
In contrast, Brown and Folen (2005) highlight a number of reasons why 
psychologists make good leaders. Firstly, their training allows them to debunk 
current thinking regarding diagnosis by providing alternative views. Secondly, they 
are trained to understand group dynamics and facilitate group discussions and good 
communication between people. Thirdly, psychologists are trained as research-
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practitioners, thus they are able to value and disseminate the importance of evidence 
based practice.
Winum (2005) argues that psychologists are well placed to take on leadership roles 
for a complementary but different set of reasons. Firstly psychologists are trained in 
assessment and formulation and thus are well placed to make good decisions. 
Secondly they are experts at changing behaviour and this can be harnessed into 
leadership roles. Thirdly they are used to measuring results which is a key feature of 
leadership now. Finally, psychologists operate under a professional code of ethics, 
including not speaking or advising outside of their area of competence and managing 
confidentiality issues. Again, these are qualities which are valued in leaders.
It appears that the profession has established that to remain relevant and valued in the 
NHS, we are going to need to take on a variety of leadership roles, including clinical 
leadership. In order to achieve this, the British Psychological Society argue that 
leadership should be considered even at selection onto training, then developed 
through training so that at qualification, psychologists are ready to take on these 
responsibilities (BPS, 2007).
However, how one develops a leader depends on the model of leadership adopted 
within an organisation. It is therefore important that an organisation makes clear 
from the outset what type of leaders they are looking for. (DoH, 2007). The NHS has 
done this, but it is possible that this is not the only type of leadership, or the right 
type to take the organisation forward. Thus I will turn now to examining some 
models of leadership adopted in the NHS, which might inform our understanding of 
clinical leadership, before examining how the psychological profession is addressing 
the training of leadership.
Epistemological divide: Leadership as internal, contextual or both?
From the literature, it would appear that there are two opposing epistemological 
positions on leadership. Firstly, some see leadership as being based within the 
individual and related to internal characteristics that the person holds. This is
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contrasted with the view that leadership is best understood within the situational 
context. From this perspective, leadership is socially constructed between members 
of a team and how one evaluates leadership is entirely contextually bound.
The NHS Leadership Qualities Framework (2006) adopts an epistemological position 
that broadly leadership is situated within an individual. The first of the three key 
elements identified in the framework is that of personal qualities and the other two 
elements, setting direction and delivering the service, emerge as a result of having 
the correct personal qualities. As identified earlier, there are a number of critiques of 
this framework but it also assumes that individuals in high status roles in the NHS 
have good leadership abilities, rather than good management abilities. Furthermore, 
Wood and Gosling (????) argue that epistemologically, the leadership qualities 
framework of the NHS may be seriously flawed, as it places ideas of leadership 
totally in the individual’s realm. They continue by arguing that it is difficult to know 
what makes good leadership, and that it may be far more related to the opposing 
epistemological position, that leadership is constructed between people (Wood and 
Gosling, ????).
Those in favour of the framework may argue that the document does make specific 
reference to “contextual leadership”, which is a form of leadership wherein someone 
has the ability to match their leadership style to the context (Mind Tools, 2005- 
2009). This is certainly the approach being advocated by the New Ways of Working 
for Applied Psychologists (DoH, 2007). However, one could argue that this remains 
an internally based view of leadership, as it relies on the identified leader having 
these skills, rather than leadership emerging and being forged by the context.
Wood and Gosling (????) propose an alternative epistemology, namely that 
leadership emerges from the context individuals find themselves. They argue that 
one might have all the “right” characteristics and yet still fail to achieve a leadership 
role. Equally, someone might not have the identified “right” characteristics, but 
within specific situations, emerge as the clinical or formal leader. They argue that 
leadership is in fact more to do with the relationships and dynamics between people, 
than having the correct characteristics.
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Wood and Gosling (????) go on to argue that the understanding of leadership should 
always be examined in the context of the culture or organisation and time that it is 
relevant. How one evaluates if a leader is successful is determined by the people 
around them, and that is dependent on circumstance and time. Thus notions of 
leadership should not necessarily be examined at an individual level, but at a social 
level. Wood and Gosling (????) argue for a "constitutive" perspective of leadership, 
in which leadership can result from "bottom up" action of others and is created in the 
present through debate and discussion. They argue that the nature of leadership is 
negotiable and can be revised. Thus successful leadership does not necessarily shape 
a team and their actions, but may actually be the result of such. Grint (2000) provides 
a number of case studies to argue that leadership is context specific and what makes 
someone effective in one context may make them ineffective in another.
These views tie in with Ham’s (2003) assessment that part of the difficulty for 
leadership in the NHS is related to an organisational culture, in which professionals 
find it hard to accept leadership and follow a leader. This would indicate that 
leadership is about more than simply the characteristics that the leader brings to the 
situation.
It is possible that there is a third position, as articulated in Heard’s (2007) article, 
which argues that styles of leadership are changing in the world, moving from a top- 
down to a new style where people make decisions at all levels of an organisation. 
This supports the move towards increased emphasis placed on clinical leadership on 
the front line.
Heard (2007) also argues that leadership is made up of the interaction between the 
individuals’ character traits and the environment in which they are operating. When 
examining why a leader failed at something, she argues you will see that both these 
aspects are present.
If one accepts the position that leadership is situated entirely in the individual, one 
excludes from any outcome the influence of other members of the team and 
organisation or the situational context. If one accepts the second position, then there
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is no way of establishing why one person is a successful leader and another not, other 
than circumstance. This appears a somewhat disempowering position if we intend to 
develop leadership as a profession. However, the third position may provide 
psychologists with a unique selling point. They are well placed to use their skills of 
assessment and formulation to fully understand situational contexts and are thus in a 
position to help others fully appreciate the situational context. These abilities may 
place us in leadership positions should we so chose.
The Profession’s response -  How do we prepare for leadership?
The question remains, if there are a variety of leadership styles based on opposing 
epistemological positions, how does one train people into leadership? Should we as a 
profession train psychologists according to the NHS leadership qualities framework 
or should we be offering a critique of this framework and training a different type of 
leadership? Furthermore, once an epistemological position is accepted, what is the 
most effective method of training leaders and are we using these techniques?
The New Ways of Working for Applied Psychologists (2006) argues that the 
leadership development needs of psychologists cannot adequately be encapsulated in 
one model of leadership, thus when preparing psychologists for leadership, an 
integrated or multi-modal approach is needed. This leaves us with the question of 
how to undertake this preparation.
If one synthesizes the literature regarding how to teach leadership, a number of 
important aspects of training emerge. Firstly, the mentor needs to be a leadership 
role-model and enable the trainee to think through the issues and difficulties in taking 
on these roles. (DoH, 2007., Cook, 2001). Secondly the importance of the 
opportunity to practice, make mistakes and receive supportive and helpful feedback. 
(Heard, 2007., Ruvolo et al, 2004). Training ought to include access and exposure to 
social policy and wider system information (Cook, 2001). The trainee needs clinical 
supervision by experienced staff, who use this time to develop and encourage 
leadership opportunities and skills (Johns, 2003). Finally, the need for contextual 
learning experiences (Cook and Leathard, 2004).
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Thus the literature provides a number of methods that leadership can be trained and 
we are left with the final question, which is whether the current psychology doctoral 
programmes are adequately making use of these methods in order to train the new 
generation of psychologists into leadership roles.
Winum (2003) argues that psychologists make up a very small proportion of those 
who provide training in the field of leadership development but it is unclear why this 
should be the case. Is this because we are not interested in undertaking this work, or 
is this because we don't see ourselves as having the skills or knowledge to provide 
this training? With this in mind, perhaps the doctoral programmes need to consider 
whether they are providing sufficient training in this area and whether they should 
engage more specific leadership trainers to provide supplementary training.
It is difficult to assess any of the other doctoral programmes, but this essay has 
encouraged me to think reflectively about whether the training I am undergoing is 
preparing me as a clinical leader of the future. In some ways this is difficult to 
assess, as I came onto the programme having been in a clinical leadership role in my 
previous career for almost four years. Thus I already had a number of these skills in 
place at the start of the programme. This would support the argument that the 
recruitment process is selecting for pre-existing leadership potential, however my 
experience is not replicated throughout my cohort and as a group we are likely to fall 
into a “normal” distribution of leadership skills, rather than being significantly 
positively “skewed”.
However, when I think about how I learned my clinical leadership skills in my 
previous career and compare that training to this current course, I am not convinced 
that we are being trained into leadership roles. Certainly there is a discourse that 
emphasises the need for us to take on leadership roles and I am aware of the desire 
from the course team and the wider profession that we rise to the challenge of taking 
on these roles. However there seems a gap between this expectation and the process 
of training us into these roles. Despite the messages about leadership, we have had 
no direct teaching on leadership. We have been allocated a mentor, but there was no
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indication that their role included mentoring us in leadership issues and as our 
mentors are not people we work with, they are unable to role-model this for us. This 
supports Ruvolo et al’s (2004) argument that the practical aspects of training leaders 
take a second place to providing basic clinical skills.
Having said that, I am also acutely aware that we are not yet half way through the 
programme and it makes sense that much of our training so far would be to equip us 
as good clinicians, as one cannot hope to be a good clinical leader, if one’s clinical 
skills are inadequate. It remains to be seen whether later aspects of the course focus 
more directly on providing leadership training and opportunities.
Conclusions
Writing this paper has been a challenging experience for me. From the start I was 
uncomfortable with what I perceived as a strong privileging of our profession over 
others. Once I started to read, I was struck by how important, given the historical 
and current context of the NHS it is for us as a profession to prove our worth. My 
sense is that we have created this expectation of clinical leadership for ourselves, as a 
way of making our roles seem more valuable. As someone who is still some way 
from qualifying, it is disconcerting to think that this is necessary for the profession 
and leaves me feeling somewhat uncomfortable about career opportunities, if we are 
not able to convince others of our value.
However, I was also pleased to realise that as psychologists, we do come with a skill 
set that does perhaps enable us to take on clinical leadership and formal leadership 
positions with confidence. However, what is clear is that if we are going to take on 
these roles, we will be displacing others, who believe themselves to be well suited to 
those roles, and this will require sensitivity and careful management.
I was struck by the epistemological differences in how one understands leadership 
and I agree with Wood and Gosling (????) that our understanding of what makes a 
good leader remains limited. Again, this may be the strength of clinical psychologists 
taking on leadership positions, as this may result in a greater interest in studying 
clinical leadership from a psychological perspective and this may open up new and 
useful streams of knowledge and understanding.
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Finally, with regard to the current training of clinical leaders, my sense is that this is 
still a work in progress, as the selection process at this stage does not appear to result 
in a group positively skewed in favour of the NHS identified leadership traits. Nor at 
this stage of training am I aware of much direct leadership training. However, given 
that clinical leadership is about being a leader on the front line, it is imperative that a 
clinical leader have good clinical skills, and at this stage of my training, I am 
conscious of working on developing good clinical skills. Thus at this time it is 
difficult for me to evaluate how successful the training into clinical leadership is, and 
is only likely to be established in a more objective way, if in the future, an increasing 
number of clinical psychologists take on clinical leadership roles.
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Problem Based Learning Reflective Account 1
The Relationship to Change
39
Introduction
In writing this account, I have opted to provide a clear structure by dividing the 
information into subheadings including task, process and an evaluation, followed by 
what I personally learned and how I have applied this to practice.
The Task and Process
I remember being very nervous of being in a group as I wanted to make a positive 
impression. I have a forceful personality and I was conscious of not wanting to be 
too overwhelming when people did not know me, so found that I wasn’t sure how to 
conduct myself. Our facilitator took a fairly strong lead at the start and I remember 
being very grateful for this as it helped the process feel more contained and 
controlled. Reddy & Lippert (1980) indicate that there is a debate between those 
who argue that looser structured groups allow for more personal learning and those 
who argue that more structured groups help manage anxiety which can inhibit 
learning. I felt that the way our group was facilitated enabled us to have a more 
structured start and later moved to being a more loose design. The initial clarity and 
structure provided by our facilitator did help to contain my anxiety at the outset. At 
this stage we were all being very polite with each other as we tried to understand 
what we needed to do which Tuckman (1965) might describe as becoming 
“orientated to the task”.
Our first task was to assign a scribe and a chairperson which was quite an awkward 
situation. Our facilitator asked us to identify who in the group appeared to be natural 
leaders and the group identified another woman and me. While this was flattering I 
had just left a management position and wanted to try and learn to take leadership 
from others. I was also quite frightened of taking a leadership role so early in the 
process in case it separated me from the group. I opted to abstain from the role 
which also felt very awkward because I wanted to impress our facilitator and I 
believed that he valued leadership.
What was interesting to me was what followed in terms of the group process because 
while I had not wanted to take on the leadership role, I found it very difficult not to 
try and step into that role once our facilitator had left us alone. As Reddy & Lippert 
(1980) indicated, once the facilitator had left us and we had a much looser structure
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the levels of anxiety in the group began to escalate exponentially and I found myself 
wanting to manage both mine and the groups anxiety by taking control. This was an 
interesting learning experience for me, as I found myself wanting to take control and 
shape the process becuase I was uncomfortable with what I percieved as the 
unstructured way in which the process was unfolding and wanted to impose a 
structure. The chairperson was providing structure and was keeping people to task 
but was also allowing time for people to each have time to think through ideas and I 
was uncomfortable with the process of a free flowing discussion rather than a task 
focused approach, even though we had been repeatedly told not to take a task 
focused approach.
This need to take control and manage situations to alleviate my own anxiety is 
something that I realise I am going to have to manage. In a clinical setting, this 
might translate into me not allowing the client to dictate where the therapy goes and 
being too directive, which could be damaging for the therapeutic relationship and 
prevent collaborative work (Chadwick, 2006). Having said that, we recently as a 
cohort had a meeting that was un-chaired and started to become heated and 
distressing and I was able to take control of the meeting and put some structure into 
it, reducing the tension and anxiety.
I did not realise until I started writing this account that this is what I do and what is 
interesting is that it can be both constructive and destructive depending on the 
context and I need to be more aware of this to ensure that I don’t inadvertently allow 
my need to structure and control to become destructive. Tuckman (1965) indicates 
that this second phase of the group process is renowned for conflict as people try to 
adjust their own styles to the group process and it is only with hindsight that I can see 
this was happening as at the time it simply felt uncomfortable and frustrating.
We started by talking about our own experiences of change and noticed that for 
many of us the process of change was associated with feelings of anxiety and 
discomfort. We moved from this to thinking about how clients might experience 
change and we agreed to interpret the title as “Establishing the Therapeutic 
Relationship for Change” and focused on how important it is to establish a good 
working alliance with the client if there is to be the possibility for change.
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It took us probably three meetings and periods of reading to decide on this topic and 
then spent another session talking about what we had learned from our reading into 
the therapeutic alliance. We then collectively decided that we would split the 
presentation into a didactic teaching section and a role-play to illustrate the learning. 
Once we were in smaller groups, the process seemed less fraught and seemed to flow 
more. This may have been because we all felt a clearer sense of where we were 
going but it may also have been as Tuckman (1965) indicates that we were starting to 
move into the third stage of group development, namely group cohesion and we all 
started to get used to each other and our “idiosyncrasies”. We identified that we 
were able to talk more openly about our different working styles and became less 
irritated by these differences.
By the time we started practicing the entire presentation it would seem we had 
moved into the fourth stage of group development and were able to get on with our 
tasks and focus on the goal without being as concerned about how we were being 
perceived.
Evaluating the Task and Process
Despite my concerns about the initial lack of task focus, I can see that the looser 
structure did allow for more learning about myself, group processess and the subject. 
Because of the wide reading we did, I got a much better sense of issues to do with 
change and the importance of the relationship in change. The group process also 
took me by surprise, as having spent a number of years in group work, I had thought 
I would be able to negotiate the group processes better. In fact I found myself 
frustrated and irritated at times and it is only with hindsight that I can see that we did 
actually follow a normal group formation process. I was also surprised to learn about 
how I try to manage anxiety by becoming task forcused and directive. On the basis 
of what I learned and the successful outcome of our presentation I can see the 
process as having been successful.
It might have been an easier process if we had been able to be more open about our 
different learning styles and tried to incorporate them from the start. This might have 
been difficult to do as we did not know each other well, but it may have helped elicit 
each of our strengths earlier. I also think that it might have been more helpful to be
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more open about our mounting levels of anxiety as I think many of us were quite 
uncomfortable and it may have been easier to know that we were not alone with 
those feelings. I also think it may have been useful to look a bit more into the role of 
transference in the thereputic alliance.
Relevance to Clinical Practice
I found the reading into therapeutic alliance very informative and was particularly 
stuck by three core concepts. Firstly, that clients did not rate the therapist’s 
experience and learning as important aspects of alliance, focusing more on the 
interactions themselves (Hersoug et al, 2001). Secondly that the alliance needs a 
common language (Chadwick, 2006) and finally that the relationship is made up of 
both transference relationships and real relationships (Bordin, 1994).
All three issues became relevant within the first few months on placement. During 
our role play we showed a therapist trying to steer a conversation onto topics that 
they knew about and not listening to the client. One of my first assessment sessions 
was with a woman who began to talk about her experiences of psychosis, about 
which I knew very little and was quite unsure of how to discuss. I remembered the 
moment in our role-play when the “therapist” threw away her script and just listened 
to the client and I felt myself visibly relax and just allowed her to tell me her story. I 
found I was able to ask questions to understand more, rather than with any agenda 
and she seemed to respond well and talked openly about a number of experiences not 
known to the service.
Developing a common language has been something that I have been learning to do.
I have been doing an extended assessment with a man who has chronic PTSD and we 
have been working to find a common language. He had never spoken to anyone 
about his experiences and has struggled to articulate any emotional content, while I 
have almost no knowledge of the army or its procedures. This has been an 
interesting example of how building a common language is helping us overcome our 
diversity as we are of a different gender, ethnic origin, education and background. 
Despite these differences, I kept remembering our role-play involving a therapist 
talking with “Dr Spock” and how simply listening, trying to understand and being 
genuinely interested helped to overcome these differences. I am aware that this
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client may still feel a bit uncomfortable with me as I have not shared his experiences 
but he has been able to talk more openly than he expected and we are learning to 
understand each other.
Transference has become something that I have to learn about quickly in my work 
with a client who has a diagnosis of Borderline Personality Disorder. I have found 
myself leaving some sessions feeling furious or anguished in a way that does not 
reflect how I actually feel about her or what has happened in the sessions. I have had 
to spend time with my supervisors establishing what is part of our real relationship 
and what is transference or counter-transference. I still have a very shaky grasp of 
these issues and can see that I have much to learn and experience before I feel more 
confident of understanding what is happening.
Finally, managing my anxiety the without forcing control has been an incredibly 
valuable lesson so far. The client mentioned above has been treated in a way that 
could be seen as unfair by the service and I have felt a great deal of anxiety and 
frustration at being unable to sort this out in a directive way. I have had to accept 
that that is the situation and offer the support that I can by offering a few extra 
sessions and signposting her to a number of service user organisations that may be 
able to offer her support and communal action.
Conclusion
Despite my fears about being in the group and my concerns at the lack of structure, 
we managed to work well as a group and produce a successful presentation. This in 
itself has taught me a lot about letting go and allowing the process to happen, but as 
discussed above, I have learned a number of valuable lessons personally and 
professionally that I have been able to use in practice. I have found writing this 
account very useful as well and am looking forward to the next task.
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Problem Based Learning Reflective Account 2
A proposed method to evaluate the Increasing Access to Psychological
Therapies (IAPT) project
Introduction
Nature of exercise
We were asked to prepare a consultancy report regarding how to evaluate 
effectiveness of the IAPT service. There were no restrictions on the nature of the 
IAPT service, however we were encouraged to think widely regarding questions to 
be asked, including methodologies, workforce training and measuring outcomes.
Group structure
Our groups were chosen for us and were made up of a mix of third and second year 
students. In our group, the third year students were all part of the same Personal and 
Professional Development [PPD] group which meant that they had been meeting 
together on a bi-weekly basis for two years and had undertaken at least two problem 
based learning [PEL] exercises together. Those of us in the second year were not 
from the same PPD group, had never worked together on any project and were not 
part of the same social network in our cohort.
The group was almost entirely female with only one man out of the eight group 
members with the average age around 30 years. One group member had visible 
disabilities and one had dyslexia, however, as a group we had few personal 
conversations, so issues of disabilities and religion were not discussed and remain 
unknown to me. In many ways the group probably reflects both the second and third 
years in terms of diversity, with mainly females of around 30 years old. The group 
was also entirely white; however two members of the group were immigrants to the 
UK. The group structure is shown in the diagram below.
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Figure 1 : Make up of Problem Based Learning group
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Group Process
There were two levels o f group process, namely the practical tasks and the emotional 
and interpersonal interactions. While these were running concurrently, my sense is 
that we were in agreement as a group that this exercise needed to be completed as 
efficiently as possible and thus any interpersonal issues were going to be ignored and 
sublimated in order to achieve the task. This was enabled by the knowledge that we 
would not have to work together past the end o f this exercise and thus it was possible 
to avoid any conflicts. Levine and Moreland (1990) indicate that while group 
conflict can provide opportunities for creativity, there can be negative consequences 
such as hostility and group disolution. They argue that if the group perceives that 
these are possible consequences, they are willing to expend energy on avoiding 
conflict, especially if their goals are still likely to be met. 1 believe that this process 
was at work in our group, as there were a number o f issues that may have caused 
conflict and we all appeared to be opting to avoid this, by avoiding discussions on 
these issues.
4 8
Task Process
The first difficulty was finding a way to meet together as a group as time had not 
been specifically scheduled. This proved impossible, and as a result the only time 
that we were all present at a meeting was on the day of the final presentation.
Initially we met to discuss various approaches we might take to the topic and decided 
that we would do some specific reading on IAPT and agreed to meet again to make 
decisions about which option we would take.
When we met again, there were only four of us and we agreed on two possible 
structures. We also agreed that we would focus on setting up a new adult IAPT 
service in an area. We identified a number of key issues to explore, based on the 
evaluations of the pilot sites in Newham and Doncaster.
When we met again, there were a different collection of group members and the 
proposed options were decided against and a new format introduced. This process 
was repeated a number of times until time constraints forced a decision. At this time, 
group members were allocated roles by those present at the meeting and the group 
was split into second and third years who independently wrote scripts for their 
section of the presentation. This was finally completed on the morning of the 
presentation. Overall the feedback indicated that we had raised a number of 
interesting and useful points. The main area for development offered was to move 
away from the tight use of scripts as this made the presentation feel somewhat stilted.
Tuckman (1965) proposes that groups go through stages in their development, 
known as “forming, storming, norming and performing”. As we were unable to meet 
together as a group, it did not feel that we had gone through those stages. Each 
session that we met up, a new process of forming took place, while others, who 
attended more consistently, seemed to be moving into the storming phase. The group 
seemed unable to move through the various phases because of a desire to avoid 
conflict as well as the lack of cohesion, and this seems to account for our relatively 
stilted and scripted performance.
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Interactional Process
At no point was there any public confrontation, however there were underlying 
tensions. There was a sense of frustration amongst most of the group at various 
times. Those who were part of a decision making process and were then unable to 
attend, returned to find that the decisions had been reversed. Those who attended 
more regularly were trying to defend previous decisions without upsetting 
newcomers. There was also a degree of anxiety and tension about other work 
commitments with group members commenting on higher priority tasks which 
caused frustration for those who wished to undertake this task efficiently.
Personal contribution
At the initial meeting, I was aware of high levels of anxiety from group members 
with other deadlines and I opted to take a leadership role in setting up meeting times 
and facilitating an initial discussion about direction. While T saw this as a necessary 
but unmet role, I became aware of another group member becoming annoyed with 
me. I was unsure of how to proceed and as I did not wish to offend I offered a 
number of suggestions and then became less active in facilitating the discussion.
This resulted in a number of circular discussions and no forward movement. I have 
learned over the process of doing these reflective accounts that I do not find it easy to 
tolerate these unfocused discussions when there is a task to be completed. I found it 
especially hard as so many of the group were complaining about having to do the 
task. I was conscious of having to manage my own growing anxiety and frustration 
at this and eventually made the decision that while it might be unpopular, we needed 
to conclude the meeting with some sense of work that we would carry forward and 
again stepped in to facilitate this.
In previous reflective accounts it has become apparent to me that while I have a 
sense that I have leadership potential, I have often felt anxious about how this would 
be perceived and have been more concerned with being liked than in taking a 
leadership role. However I was able to see the need for some leadership and that this 
was not forthcoming from anyone else. I did initially withdraw but I was pleased to 
realise afterwards that I was able to return to taking the facilitation role when no-one 
else had taken it on. The British Psychological Society [BPS] (2007) argues that
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psychologists should be taking on more leadership roles in the NHS and that the 
training programmes should be seeking out and developing leadership potential.
Sadly, I realise now that as the group proceeded I felt less and less able to take a 
leadership role and eventually when I missed one of the sessions towards the end, I 
felt a sense of relief at not having to be there. The group seemed to be caught up 
with a number of undercurrents and I did not feel confident enough to take on the 
leadership role as a second year student. I also did not feel confident to raise the 
difficulties we were having as I wasn’t sure that we had the collective will to resolve 
them. I have a sense of disappointment in myself that this happened, as I feel that 
this is often played out in a clinical setting as well.
Clinical relevance
Of the issues that arose from the undertaking this PEL exercise, two inter-related 
issues stood out for me as having particular relevance to the NHS and our clients, 
namely the issue of conflict resolution and related to this, the question of leadership 
in the NHS. In both my placements I have seen how teams have splintered as a result 
of unresolved conflict. In both settings there have been ongoing conflicts regarding 
care management roles and why these have fallen predominantly to the nurses.
These issues have caused feelings of stress, increased levels of sickness and 
ultimately poorer performance. Watching this process I have wondered why these 
issues have not been discussed openly, instead of in comers and tea rooms, while the 
team meetings have remained about allocation of work.
Interestingly in both teams the manager has been someone with a conflict-averse 
style of management. Having recently written an essay on clinical leadership in the 
NHS, I have found it interesting that in both my placements, the psychologists have 
stayed out of the discussions and have tended to see the issues as for the “team” 
rather than affecting them directly. This seemed in contrast to the messages from the 
BPS and the Department of Health (e.g. 2007 and 2005) which are encouraging 
psychologists to take a more active role in clinical leadership by helping to resolve 
conflicts, especially where patient care may be affected. However as I look at our 
PEL exercise, I see the same situations unfolding, where conflicts and difficulties 
ultimately meant that the tasks was done in an adequate rather than exceptional way.
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Comparing our PEL exercise I can see that good leadership, which encouraged 
people to talk and find solutions would have made a difference. However, I was 
unable to follow this through and eventually gave up any leadership role. Looking at 
why I did this, I can see that this was because I felt that I had not been “elected” and 
while I might have the skills, I did not feel that everyone in the group wanted me to 
take on the role. I was also conscious of not wanting to usurp the more experienced 
group. Again, if I compare back to the NHS teams I have seen, I can see that while 
the BPS and the DoH might be expecting psychologists to take on clinical leadership 
roles, these are often not appointed roles and may involve taking on the role as 
someone who is less experienced and may have less perceived status than other 
groups.
Conclusions
This PEL has been a key learning experience. On a superficial level, learning about 
IAPT was useful, but the reflection has been more so. Reflecting on our group 
process and my own actions and reactions has given me a great deal of insight into 
the difficulties of psychologists in the NHS taking on clinical leadership roles. When 
I undertook the leadership essay, I was fairly critical in my mind of why 
psychologists did not appear to be taking up the challenge of leadership. Examining 
our parallel process of the BPL versus the conflict ridden teams I have seen, I realise 
that even though I had the leadership skills I felt unable to use these. I felt that the 
more experienced and higher status students would not respond well and deserved 
the role more than me. I also was unsure that the group were invested enough to be 
willing to undergo the conflict needed to find resolution. Given these comparisons, I 
am starting to realise more fully why psychologists have not always taken on the 
leadership roles. I am also aware that this leaves me with the ongoing challenge to 
develop both my leadership skills and the courage to utilise them.
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Personal and Professional Learning and Development Group
(PPLDG)
Summary o f PPLDG Process Account 1
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Process Account 1
Personal and Professional Learning and Development Group (PPLDG)
We started the year undertaking a task, which helped us to move through Tuckman’s 
(1965) model of how groups develop. The process of role allocation was as Levine 
and Moreland (1990) indicate a time of conflict however this was overcome quickly, 
in particular as the group achieved their task successfully. Moreland and Levine 
(2002) indicate that as a group evaluates the likelihood of goal attainment positively, 
then commitment is increased and this results in transitions which move the group 
towards socialisation. This may partly explain why the early presence of tension 
dissipated and the group did not experience further conflict and instead moved 
towards cohesion. There were key moments of self disclosure which may have 
reflected both the growing cohesion and helped to further this process. Some 
discussion regarding the lack of conflict may have highlighted a sense that as Levine 
and Moreland (1990) argue, we did not want to risk the negative impact of conflict, 
especially as we were achieving our goals. The strong role of our facilitator may also 
have helped achieve cohesion and provided a constructive space to learn. We may 
wish to explore further in our following years how we are experienced by the group, 
as we tended to avoid this area of discussion. The group was especially important in 
my understanding and application of Fairburn’s formulation of eating disorders and 
our ongoing discussions about the nature and use of power directly impacted on my 
efforts to work collaboratively with my clients.
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Personal and Professional Learning and Development Group
(PPLDG)
Summary o f  PPLDG Process Account 2
Process Account 2
Personal and Professional Learning and Development Group (PPLDG)
At the start of the year we changed our facilitator, who requested some changes to 
our structure. These changes included taking minutes, sharing the role of 
chairperson and ensuring that at the start of each session, we would take time to find 
out how each person was doing. This feed-in process created a situation in which 
everyone took a more active part in the group and we developed more meaningful 
relationships. This growing intimacy enabled us to talk more honestly about our 
experiences on training, which in turn increased the trust and intimacy in the group. 
Our group evolved from being closely focused on the professional issues to being 
more focused on our personal development during training.
The increased levels of trust and intimacy enabled us to have some very honest 
conversations. One of the conversations that impacted on me was the question of 
clinical psychologists as leaders and how to apply our experiences to becoming 
better leaders. We also spent a number of sessions examining our genograms, which 
was useful in understanding the power of asking questions during this process, as 
well as examining a variety of different ways in which one can do a genogram. .
As a group we have moved to a position of being more comfortable together and 
more assertive about our wishes regarding how to use our time together. We will 
need to be careful that our newfound intimacy and cohesion is not exclusionary to 
our new facilitator and group member next year.
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Overview of all Clinical Experience
Adult Mental Health Placement
This placement was split between a Community Mental Health Team and an 
associated In-Patient Unit.
Clinical Work: I worked with both male and female patients, ranging in age from 23 
to 60 years old with a range of difficulties including depression, anxiety, post 
traumatic stress disorder, psychotic symptoms, obsessive-compulsive disorder, bi­
polar disorder, eating disorders, social phobia and a diagnosis of borderline 
personality disorder. I undertook a range of assessments including psychological and 
pro-forma interviews, questionnaire based assessments, risk assessments and 
cognitive assessments. I was able to utilise and develop skills in cognitive 
behavioural therapy, systemic therapy, psycho-educational work, recovery based 
interventions and support work for a programme designed for those with a diagnosis 
of borderline personality disorder.
Group Work: I took part in three groups during this placement. Within the CMHTI 
took part in running a 20 session group for six women with an eating disorder, based 
on CBT and interpersonal psychotherapy principles. Within the In-Patient Unit I took 
part in a “talking therapy” group which ran weekly for any patients to attend. I also 
ran a mindfulness group for patients at the In-Patient Unit on a bi-weekly basis.
Service Evaluation: I undertook an evaluation of the Specialist Psychological 
Therapies Service (SPTS), based on the Clinical Outcome of Routine Evaluation 
(CORE) questionnaires which they had been completing with patients over a number 
of years.
Teaching and Presentations: I presented the findings of the evaluation to the head of 
the SPTS and I also presented feedback to the local Continuous Professional 
Development group on a trauma conference I had attended.
Older Adults Placement
This placement was based in a Community Mental Health Team for the Elderly and 
provided services to patients with both psychological and organic health difficulties.
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Patients were seen in their homes, care homes and an associated day centre.
Clinical Work: I saw patients with a range of difficulties including generalised 
anxiety, depression, agoraphobia, anger management, challenging behaviour and 
dementia. I carried out extended assessments and cognitive assessments with both 
male and female patients who ranged in age from 75 to 90 years of age. I undertook 
therapeutic work drawing on CBT and systemic models. I worked indirectly with 
staff, including staff in a local care home and consultation to staff in the CMHTE.
Group Work: I helped write and run a CBT and psycho-educational based group for 
people who care for people with dementia of the Alzheimer’s type.
Service Evaluation: I created a questionnaire for the local memory clinic to use to 
assess the outcome of their interventions.
Learning Disabilities Placement
This placement was based within the multidisciplinary Community Learning 
Disabilities Team and I saw patients who ranged in age from 19 to 60 years.
Clinical Work: I saw patients with a range of difficulties including post traumatic 
stress disorder, challenging behaviour and depression. I undertook a number of 
cognitive assessments as well as extended psychological assessments, sexual 
knowledge and consent assessments as well as risk assessments. I was able to 
undertake therapy with patients using both a CBT approach and a systemic approach. 
I developed skills in adapting complex formulations and therapeutic ideas for the 
client group.
Group Work: I co-wrote a CBT and psycho-education based group work programme 
to provide emotional literacy and management skills which was delivered to a group 
of people with learning disabilities attending a local charity.
Service Evaluation: I ensured that the materials and plans for the group were 
organised and structured so that this group could be run again in the future. I also 
created a number of pamphlets and homework sheets for the service.
Teaching and Presentations: I provided training to the offender rehabilitation team 
of a local probation service on psychological formulation.
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Child, Adolescent and Family Placement
This placement was split between a Child and Adolescent Mental Health Service and 
a hospital outpatient clinic. Patients ranged in age from 18 months to 17 years old.
Clinical Work: Patients exhibited a range of difficulties including post traumatic 
stress disorder, attachment difficulties, depression, generalised anxiety, separation 
anxiety, developmental delay, school refusal and both challenging and risky 
behaviour. I undertook a number of assessments, including psychological 
assessments, cognitive assessments, developmental delay and risk assessments. I was 
able to utilise both CBT and systemic models of therapy. I worked on cases in a 
multiagency way, arranging network meetings with teachers, special needs co­
ordinators and liaising with social services.
Group Work: I helped write and facilitate a group for children aged 8-10 years with 
anxiety. I provided supervision for the assistant psychologists who were working on 
the group with me.
Advanced Competencies: Forensic Placement
This placement was based in a high security mental health hospital and I saw patients 
who ranged in age from 30- 50 years of age.
Clinical Work: Patients were experiencing a range of difficulties including symptoms 
of psychosis, anxiety, self harm and diagnoses of personality disorders, including 
anti-social, schizoid and borderline personality disorders. The patients were in the 
hospital for a range of criminal activity including murder and sexual offences. I 
undertook a range of assessments including an extended admissions assessment, 
arson assessment, psychosexual development, risk assessments and personality 
assessments.
Teaching and Presentations: I provided training to the community payback of a local 
probation service on mental health with a forensic population.
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Clinical Case Report Summaries
Summary Case Report 1 - Adult Mental Health
Cognitive Behaviour Based Integrative Therapy with a 30 year old lady, presenting
with Depression.
The 30 year old female client presented at the Specialist Psychological Therapies 
Services with long term depression. She attempted an overdose at the age of 19 and 
subsequently received a variety of unsuccessful pharmaceutical treatments and 
limited psychological therapy. The formulation indicated that the prevailing 
maintenance factors were her negative thinking and her poor relationships. A four 
stage integrated approach was agreed between myself, the client and my supervisor. 
Stage one was a CBT approach to tackle her negative thinking, using a seven column 
thought record to identify powerful negative automatic thoughts and after 
challenging those, producing a balanced version of the negative thought. Stage two 
was a systemic approach, using individual Genogram work, to process her family 
history and intergenerational relationship patterns. At the time of reporting, the 
action plan was not complete, however Stage three planned to integrate a number of 
joint sessions with her partner. Stage 4 involved undertaking schema work before 
utilising the final sessions for relapse prevention and follow up. The main critique of 
the work lies with the innate difficulties of integrative work which may inevitably 
mean a compromise in the purity of any of the models, however, the client was 
involved in all decisions and when presented with the options, she took an active role 
in deciding the action plan. By the time of reporting, the client was showing 
significant improvement in her mood, thoughts and behaviour and was making 
substantial changes in her relationships.
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Summary Case Report 2  -  Adult Mental Health
Cognitive Behaviour Therapy intervention with a 34 year o f lady presenting with
Obsessive Compulsive Disorder
The 34 year old female client presented at the Community Mental Health Team with 
OCD. She indicated the onset of symptoms as between seven and ten years prior to 
contacting her GP and she had no history of accessing mental health services. The 
formulation indicated obsessive checking behaviour, a family history of anxiety and 
hyper-responsibility and current relationships which fostered these traits. A four 
stage integrated approach was agreed between myself, the client and my supervisor. 
Stage one involved undertaking a thorough assessment. Stage two moved on to a 
CBT approach to tackle her negative automatic thoughts which accompanied her 
ritual behaviour and the design of exposure experiments. At this stage a number of 
anxiety management strategies were introduced. Stage three involved undertaking 
the exposure experiments and continuing to develop cognitive challenging using 
thought records. The introduction of further anxiety management strategies was also 
a feature. Stage 4 focused on reviewing progress and designing relapse prevention 
plans. The main critiques of the work were related to my apprehension about how 
much to emphasis the exposure work and learning to manage the early emergence of 
core beliefs. At the end of therapy, the client had made a number of qualitative 
gains, such as an improvement in her relationship with her father as well as moving 
into the non-clinical category on the Clark-Beck Obsessive-compulsive inventory.
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Summary Case Report 3 - Older Adults Mental Health
A Neuropsychological Assessment o f a 74 year old man referredfor memory
difficulties.
This 74 year old man was referred to the Community Mental Health Team for the 
Elderly by his GP after a number of memory problems during surgery visits. The GP 
undertook a full blood screening for factors which could account for these memory 
problems and requested the psychiatrists help with further assessment and diagnosis. 
The blood tests showed nothing significant. The referral was passed to the 
psychology department to undertake a neuropsychological assessment in light of the 
questions about the client’s memory. The client has a history of stoke and other 
vascular problems and the CT scan indicated an old partial anterior circulatory 
infarct.
An initial screening battery was undertaken, including the Wechsler Test of Adult 
Reading, the Mini Mental State Exam and the Repeatable Battery for the Assessment 
of Neuropsycho logical Status. These indicated decline in all tested areas, which 
included immediate and delayed memory, language, visuospatial abilities, attention 
and orientation. Some questions emerged regarding the clients reasoning ability 
versus their visuospatial abilities which led to further testing, using the Hayling Test, 
the Delis Kaplan Twenty Questions Test and the Delis Kaplan Proverbs Test, as well 
as the Visual Object and Space Perception Test.
Overall the clients best scores were for visuospatial abilities, however all scores were 
either mildly or well below expected levels, indicating global decline. Conflicting 
information and results support the hypothesis of mixed Alzheimer’s and Vascular 
Dementia. The client is able to undertake activities of daily living and denies 
significant problems, thus requiring sensitive further management.
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Summary Case Report 4 - Learning Disabilities
The “Feeling Good Group Developing emotional literacy and management with
adults with a learning disability
A local charity, set up as a “leisure and activity” club approached the Community 
Team for People with Learning Disabilities [CTPLD] for advice and assistance 
regarding emotional management. Another trainee and I were running the second of 
these groups. The group was self selecting from the wider charity attendees and 7 
participants took part in 5 bi-weekly sessions.
Whittington and Alexander’s (2001) paper was used to design a programme to 
proactively address a lack of emotional literacy and management. The paper argues 
that many people with learning disabilities struggle with emotional literacy. This 
exacerbates emotional distress as people are unable to communicate their 
experiences. They also indicate that this has historically been addressed reactively 
but that undertaking this work proactively is an effective strategy to prevent 
excessive distress at life events. Bauminger and Kimhi-Kind (2008) also indicate 
that poor emotional recognition is associated with poorer access to community 
resources and often results in loneliness. Haddock and Jones (2006) indicated that 
there is broad consensus that the use of CBT with learning disabilities is achievable, 
but that there is disagreement between clinicians regarding whether all levels of 
learning disability were equally suitable, with a number of clinicians arguing that 
inclusion criteria might be needed.
The psychoeducational group adopted a broadly CBT approach and utilised the 
following techniques: Naming emotions; identifying emotions from pictures and role 
plays; identifying and noticing the physical signs of emotion and identifying the 
strengths of emotions. Tools taught included: Positive self talk; a feel good box; 
relaxation distraction and the importance of physical wellbeing.
Despite being the second of the groups to be run, there appeared to be a discrepancy 
between the goals and expectation of the charity and the CTPLD. The charity’s main 
aim was to provide an interesting activity while the CTPLD’s aim was to provide 
skills in emotional literacy and management with measurable outcomes. One of the 
ways in which this difference manifested itself was in the group inclusion criteria.
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The self selection process meant that the group had vastly different levels of ability 
and this affected pitching sessions appropriately.
These challenges presented us with the opportunity to develop skills in working with 
a different agency including negotiating how to reinforce the skills outside of the 
group, making suggestions for individual referrals to the CTPLD and explaining 
what the CTPLD might be able to offer their clients. We decided that removal from 
the group of any participants would be damaging to the individuals and was thus not 
an option (Suomi and Harrow, 1975). This encouraged us to develop skills and 
techniques in dealing with the different levels of ability in the group, including 
adjusting our langague, using the charity workers more directly in the group, 
providing indivual support and ensuring that there were opportunities to reward all 
members of the group.
Key learning during this experience included converting research articles into 
practical programmes, skills in multi-agency working, developing a group without a 
proforma, and a greater understanding of the complexity of outcome measures.
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Summary Case Report 5 - Child and Adolescent Mental Health
An intervention with a 12 year old hoy and the system around him.
A 12 year old boy with Aspergers Syndrome (AS) was referred to the CAMHS for 
anxiety management. At the point of assessment it emerged that the boy’s anxiety 
was more severe than initially understood and that he was no longer attending school 
as a result.
The boy and his family identified his anxiety about school as the most pressing 
difficulty and it was agreed that this would be the first focus of work. Initial 
formulation indicated that one of the maintaining factors for the boy was the lack of 
support provided by the school and I arranged a network meeting, which resulted in a 
plan of action for all parties to support and enable the boy to return to school. My 
role in this plan was to provide CBT and anxiety management strategies as well as 
supporting documentation for a “statement”.
The plan is ongoing and has been difficult to implement. This may be as a result of a 
number of factors including the complexities added by the boy’s AS, a difficult 
therapeutic relationship between us, his and his families previous experiences of 
CAMHS and teaching professionals, difficulties in developing a common goal for all 
people in the system and the differing agendas of all those in the system.
This work in ongoing and I have been working with my supervisor to overcome 
some of these difficulties. A process of reformulation has been very helpful and we 
utilised a new formulation model, which combines CBT with Systemic features.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology 
and literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
70
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
V
30 Applying research findings to clinical practice V
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Service Related Research Project
An evaluation o f  a Specialist Psychological Therapies Service based in
the South o f  England
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Abstract
The drive for efficiency and quality in the NHS means searching for evidence based 
therapies and the routine use of outcomes measures to evaluate services. The 
research was undertaken for a Specialist Psychological Therapies Services who have 
been collecting CORE (Clinical Outcomes in Routine Evaluation) data for over three 
years but have never analysed this data. This project analysed the data collected to 
provide the team with information about their clients’ demographic and clinical 
profile at assessment, information about clinical change post treatment and some 
service related data. It became clear that the data was compromised and therefore the 
results are of limited validity. The access criteria for SPTS were that clients have 
difficulties which are “severe and enduring”. The results indicate that the team was 
being accessed by clients who were often not considered “severe” enough to meet 
their criteria, but did meet the criteria for “enduring”. The service is based in an area 
with a predominately White British population, but even so, the take up of services 
by ethnic minorities was lower relative to demographic distribution. The results of 
clinical change were not encouraging, but these need to be considered in light of the 
significant data quality problems. It was recommended that the team meet to consider 
how they wish to take forward the question of evaluation. This has been seen in 
other services to need strong leadership, good training and project management if 
staff are to engage with routine and robust evaluation.
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Introduction
Rationale for Evaluation
Bewick et al (2006) indicate that as there is an increasing trend in the NHS for 
commissioning to be driven by results, it is important that services engage with the 
question of how to evidence their performance. In a letter from the Care Service 
Improvement Partnership to all the Chief Executives of the Mental Health Trusts, it 
emerges that routine evaluations will inform their plans and they require all the 
managers to help with this process. (Persaud & Pearson, 2006) The Department of 
Health indicated that they expected patients to be offered effective treatments as part 
of National Standards (1999) and Mellor-Clark et al (2006b) argue that the way to 
evidence this is to provide effective outcome measure results.
Organisational Context
The Specialist Psychological Therapies Service (SPTS) was set up in 2005. This 
study focuses on a sub group based in a local CMHT. Data was available for a 
Group Psychotherapist, Drama Therapist and an individual Psychotherapist (Table 
5). The team offer services to clients who have either a severe or enduring problem 
needing more than the CMHT maximum of 25 sessions. Since its inception, the team 
has not had an evaluation of their work or their client base, so the researcher was 
asked to undertake this evaluation using data that the team had been collecting since 
1995.
Aims
The original project aims included answering the following questions:
1. Severity of distress at point of entry to the SPTS.
2. Overall performance of the team.
3. Outcomes for each treatment offered.
4. Measure the proportion of clients completing treatment within the “non- 
clinical” range.
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The paucity and quality of data meant that the researcher was unable to answer the 
original questions, but was able to provide information on the following areas:
1. The profile of clients at the point of entry to the SPTS.
2. Changes made to client’s distress levels during therapy.
3. Some service related information such as waiting times.
Furthermore, the research provided an opportunity for the team to consider the 
question of evaluation and how they wished to take the process forward and if so, 
how they would put in place measures to ensure a more consistent and routine 
collection and evaluation process.
Method
Participants
The data set was made up of 50 participants who had signed a consent form when 
completing these questionnaires indicating that the data could be used for research 
purposes (Appendix 1). There werel 1 males, 29 females and 10 cases in which the 
gender was missing. All were either assessed or offered treatment by the SPTS 
between 2005 and March 2009.
Data measures
The team used the CORE system to collect outcome data. This is a national system 
of evaluation, audit and benchmarking for psychological therapies and it is arguably 
the most commonly used routine evaluation system in the U.K. (Mellor-Clarke, 
2006a). It is made up of three main forms.
The first, called the “Administration Checklist” is completed by the therapist for each 
client seen, regardless of whether therapy is commenced, to provide a profile of the 
total throughput of the service and to provide a way of auditing whether the other 
CORE system forms have been completed (Appendix 2).
The second part, called the “Therapy Assessment Form” is completed only by the 
therapist for every client after assessment and completion of therapy (Appendix 3). 
This provides information on audit items such as waiting times, information on 
service throughput, presenting problems, benefits of therapy and therapy type.
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The final part is the “Outcome Measure” (Appendix 4). This is completed by the 
client and is used to measure their level of distress, wellbeing and risk concerns. This 
can be completed pre, during and post treatment (CORE IMS Ltd).
Analysis
Descriptive statistics were used to establish a demographic profile of the clients 
accessing the SPTS, using the Therapy Assessment forms. These forms were also 
used for further descriptive statistics looking at waiting time until assessment, and 
other service related information.
The data for pre-treatment Outcome Measures forms was eyeballed and compared to 
norms provided to establish the level of clinical distress at this stage for all 46 
relevant cases.
The number of completed pre- and post-treatment Outcome Measures was so small 
that single case analysis was undertaken for each of the 16 usable cases. They were 
first transformed into a variable indicating the measurement of how much they had 
changed at post-treatment [Time 1 data -  Time 2 Data]. Then a reliable change 
calculation was used to establish whether the change shown was reliable or due to 
measurement error. (Table 4) (Jacobson and Truax, 1991).
Results
The Administrative Checklist had not been used and there was no data available for 
this. This means that the team has no easy way of evaluating throughput or what 
proportion of the client base the available data represents.
The Therapy Assessment Form was completed at assessment for 41 of the 50 entries. 
However, it was only completed at the termination of therapy for 3 cases. This 
therefore excluded the therapist assessment of the impact of therapy, nor was it 
possible to establish how many sessions clients were receiving, the type of therapy 
offered, changes in risk levels or medication or whether therapy generally ends in a 
planned or unplanned way.
There were 46 Outcome Measure Forms completed at the pre-treatment stage, which 
included completions at assessment, or first sessions. There were only 17 forms
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completed either during or post-treatment, one of which did not have a corresponding 
pre-treatment form. Thus while a relatively accurate picture can be derived of the 
profile of those presenting for therapy, it is not possible to determine an accurate 
overall assessment of their clinical change.
There were significant limitations in the quality of the data, for example there was a 
lot of data missing on completed forms, including client identification, gender, and 
time of completion. This meant that some cases were excluded from analysis as the 
researcher was unsure who the data belonged to. In some cases it was difficult to 
establish whether the “outcome measure” forms were from during or post-treatment. 
In order to provide some feedback, these have been combined and the results for 
post-treatment should more accurately be seen as results for the last point known for 
all clients. In the completion of the Therapy Assessment forms, some of the items 
require both a score for severity and an identification of duration. In some cases the 
duration was identified, without a corresponding level of severity, which made it 
difficult to assess these items. In some cases the therapist forms and the outcome 
measures indicated contradictory genders, so preference was given to the self 
assessed gender.
Clients Profile:
The age range was from 24 years to 64 years, with the mean age being 43 years and 
the mode age being 51. 22% of the clients were male, with 58% female. The 
ethnicity data indicated that 66% of the clients were white, while one client was of 
mixed heritage (white and Asian Indian) and the rest of the data was missing. 
(Appendix 5)
The employment data broke down into a number of small groups, with the largest 
being made up of unemployed (20%), and followed by people on benefits (18%). 
14% were in full time employment. (Appendix 5).
With regard to social support, the largest group of clients indicated that they live 
alone (32%). 26% lived with a partner, and 24% indicated living with children.
Only one client reported being a full time carer and none of the clients indicated that 
they lived in either temporary accommodation or an institution of any kind.
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48% of clients were taking medication, with by far the majority of these being on 
anti-depressants (30%). 6% were on anti-psychotic medication. (Appendix 5).
The therapists’ assessment of severity and duration are shown below. The categories 
are not mutually exclusive and with the data missing, the totals do not ever equal the 
sample total of 50 or 100%. This problem exists throughout the report.
Table 1 : Severity of Problems Identified at Assessment by Therapist
Symptom ^tim ber of 
clients
Xlinima I 
Difficulties
Mild
D ifficulties
Moderate 
Difficulties.
Severe
Difficulties
Depression 32 . ........... 0 6 24 2
Artxicty 29 0 io 19 0
Psydhosis 2 .......... 1 1 O
Personality
Problems
9 2 : 5 2
1-earning 
Difficulties
O o o O O
Eating Disorder s 3 2 1 2
Physical
Difficulties
6 ■2 .2 2 0
Addictions 6 1 4 1 O
Trauma/Abus e 3 O 4 9 o
Bereavement 12 2 -1 6 O
S d f  Esteem. 26 O 7 18 1
Relationship
Problems
25 O 9 14 2
Welfare problems 5 1 3 : 1 O
Work/A cademic 
Problems
6 1 1 4 o
Other Problems 3 1 2 0 0
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Table 2: Duration of Problems Identified by Therapist at Assessment
Symptom -~*^ 6iirontlis 6-12
months
<12
months
Recurring/
continuous
Depression 6 °/* 696 1896 4296
.Anxiety 296 296 1296 1896
Psychosis SÇ'o 0 296 296
Per s onality 
Problems
o O 496 1696
L. earning 
Difficulties
0 O O O
Eating Dis tu ilex O O 496 1096
Physical 
Diffi cullies
O O 696 696
Addictions 0 o 496 896
Trauma)-Abus c o O 1896 1296
Bereavement o 296 1696 696
Self Est eem 496 o 1696 4496
.Relationship
Problems
2 US<> 0 1896 4096
W elf are problems O 496 296 496
XVorlo'A cademic 
Problems
0 296 896 496
Other Problems 0 0 496 296
Therapists were also required to assess the risk levels of the clients at assessment 
stage and these can be seen below:
Table 3: Risk Levels at Assessment
None % Mild% Moderate % Severe %
Suicide 32 40 10 0
Self Harm 42 20 12 4
Others 62 8 2 0
Legal/forensic 70 .......... 0 0
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Outcome Measures severity levels
The Outcome Measure completed by the client does not measure the nature of their 
problems using the same concepts, so one cannot compare the therapists’ assessment 
to that of the client directly. However, one can measure the clients’ levels of global 
distress against norms provided. This enables one to determine whether clients 
accessing SPTS are within a “clinical” or “non-clinical” population based on their 
levels of global distress (Garety, et al., 2003). One can also compare their scores to 
“bandings” provided which indicate whether the patient falls into the “mild”, 
“moderate”, “moderately severe” or “severe” group of patients (Core Partnership, 
2007)
The cut off point for the clinical population for men is a global distress score of 1.36 
or above and for women this a score of 1.50 or above (Garety, et al., 2003) Only one 
male client at pre-treatment did not meet the clinical cut off point while eight women 
did not meet this point (Appendix 6). Of the 16 single case examples, only two cases 
moved into the non-clinical population. (Table 4)
Looking at the data in terms of banding, one can see that at pre-treatment two clients 
would be grouped as “healthy”, two clients as “low level”, six would be seen as 
“mild”, nine as “moderate”, fourteen as “moderately severe” and thirteen as 
“severe” Thus 41% of clients did not meet the service criteria (Appendix 7)
Service Data:
Some limited service data was recorded. This indicates that 54% of clients were seen 
for an assessment within 3 months of the referral date and 14% were seen within one 
month of referral. 10% were seen within six months and only 6% were only seen 
within nine months of referral.30% of data was missing.
The largest number of referrals into SPTS came from psychiatrists (34%), followed 
by 16% from GPs. Other NHS services and other referrers made up 12% 
respectively. 26% was missing.
Clients who had been seen for therapy in this service before made up 30% of the 
sample while 50% had not previously been treated in the SPTS. 20% was missing.
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In terms of assessment outcome (i.e., what care pathway clients followed post­
assessment), 40% of the data was missing and 52% were accepted into therapy. The 
remaining percentages were made up of four clients. 2% were referred on to another 
service and 6% were assessed only. Of these qualitative data indicates that 4% had a 
diagnosis of some form of psychosis and the therapists felt that a talking therapy had 
the potential to “destabilise” the client or make them worse in some way.
Pre- and Post-treatment data
Within the data there were 16 complete sets of pre- and post-treatment Outcome 
Measures forms. The results are shown in the table below. They indicate that nine 
cases (56.25%) showed no reliable change. Three clients (18.75%) showed a reliable 
improvement and four cases (25%) showed a reliable deterioration. Reliable Change 
is defined as change that is not likely to be due to measurement error. Clinically 
Significant Change is defined as how the client’s end of therapy score compares with 
a comparison group. These can both be either positive or negative in direction. 
(Jacobson and Truax, 1991)
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Table 4: Pre and PostTreatment Reliable Change Data
Number Sex Global 
Functioning 
Time 1
Global 
Functioning 
Time 2
Difference When OM2 
administered
Reliability
variable
Reliable 
Yea,No 
<p=<li95)
Clinically
significant
Change
1 1.94 217 -23 During -.74 No No change
2 2,17 .32 Î.S5 During 5.97 Yes- Improved
3 2.S5 2.79 .06 Follow up 1 .19 No No Change
-4 Male 220 2.30 -.10 During -32 No No Change
5 Male 2-6° /2.S0; -20 During -.65 No No Change
6 Male 2.70 1.47 1.23 During 3.97 Yes Improved
7 Female 41 :;l,9i -1.50 During -4.84 Yes Deteriorated
S Female 1.30 2.40 -1.10 During -3.55 Yes Deteriorated
9 Female 1.40 2.36 -.96 During -3.10 Yes Deteriorated
10 Female 2.32 3.00 -.68 During -2.19 Yes' Deteriorated
11 Female 2.35 2.29 .06 During .19 No No Change
12 Female 2.40 2.90 -:50 W&oam -1.61 No No Change
1 3 . Female 2.70 1.60 1.10 During 335 Yes Improved
14 Female 3.00 2.70 30 l'çÇcîSSISlSR .97 No No Change
15 Female 3.00 2.70 W&ewm .97 No No Change
16 Female 3.00 2.70 30 During .97 No No Change
Discussion
Demographic Profile at Point o f Entry and Clinical Severity
The local area has very low ethnic diversity, with only 8.5% of the population of 
Surrey and Sussex being of any other decent than White British (Canning & Young, 
2006). Thus the low rate of ethnic diversity of clients is not surprising. However, 
with only one client being of a diverse background, this is below even the low rate in 
the general population and it may be worth trying to establish why so few people of 
different ethnic backgrounds are accessing the SPTS given the indications that there 
are problems for people from diverse backgrounds accessing specialist mental health 
care nationally (Bhui, Stansfeld, Hull, Priebe, Mole, & Feder, 2003).
Taking the therapists’ assessments, it would appear that, according to CORE, the 
SPTS is not meeting their criteria for only seeing “severe” clients, as Table 1 
indicates that most cases fell in the “mild or moderate” levels of distress. However, 
they are achieving their other aim, which is “enduring” problems. Table 2 shows the 
majority of patients have experienced their symptoms for over 12 months and / or 
continuously. Using the client assessment the levels of distress would not entirely
83
meet the criteria of “severe” as only 54% met the criteria of either “moderately 
severe” or “severe” with some clients appearing in the “healthy” category at the start. 
This may have implications for client acceptance in the future.
The majority of clients appeared to be suffering with either Anxiety or Depression, 
followed by self esteem and relationship difficulties. Currently the SPTS is focused 
on individual clients’ issues, and given that a high number seem to be struggling with 
relationship difficulties, one wonders whether consideration might be given to how 
else to address these concerns.
It was also interesting to note that working with psychosis made up the smallest 
percentage of work and was also given as a reason for not recommending therapy in 
two cases. It is unclear why this should be and it may be worth gaining further 
insight into why the assessors did not explore other options of treatment within 
SPTS, such as referring to the CBT therapist.(NICE, 2009)
Changes in Distress Levels
It is difficult to draw any firm conclusions from the single case evaluation of change. 
Based on the figures alone, one could not argue that there is evidence of effective 
practice. However, it needs to be considered that this data is a very small data set, 
and one cannot even indicate what proportion of the overall number of clients that 
have been seen are represented by the data. Furthermore, the amount of missing data 
meant that some of the cases that are marked as “during” may have been collected at 
any time after the assessment and do not indicate specifically post-treatment results. 
However, of the four cases where there was specific information indicating post­
treatment collection, there were none that indicated reliable change. As a service, 
this warrants further attention and as discussed later, may require some substantial 
changes to the current data collection process to be able to determine whether these 
results are indicative of a problem with the therapeutic interventions or merely a 
problem with the data collection.
Limitations
The key limitation in this research is the poor quality and quantity of data and all 
conclusions should be treated with caution. As no Administration Checklist forms
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have been completed, there is no easily accessible way of establishing the number of 
clients that are seen by the SPTS in a year, which means that there is no way of 
knowing what proportion of clients the 50 cases used in the project represent. This 
makes it very difficult to know how significant the results are.
As the data was taken from only three therapists represented by the SPTS, it again 
makes it difficult to evaluate the effectiveness of the team.
Table 5: Specialist Psychological Therapies Services for West Sussex: Subsection of 
the team, based in Chichester.
Currently Not 
Completing CORE Currently Completing CORE
Clinical Psychologist 
No SPTS CORE forms
Head of SPTS West Sussex 
Occasional SPTS CORE forms
Counselling Psychologist: 
No SPTS CORE forms
Group and Individual 
Psychotherapist: 
Regular SPTS CORE forms
CBT Therapist 
No SPTS CORE Forms
Psychodrama Therapist: 
Regular SPTS CORE forms
Art Therapist 
No SPTS CORE forms
Individual Psychotherapist : 
Occasional SPTS CORE forms
As only 3 of the 50 cases had an end of therapy Therapist Assessment Form, one 
cannot measure which therapies were most successful and nor can one know how 
many therapy sessions were offered, nor can one establish what changes therapists 
believe their clients to have made. Bewick et al (2006) give data on how they have 
rated services on their completion rates of the pre- and post-Outcome Measure and 
given that only 32% of this sample had this data, they would rate the SPTS in the 
“below average” category of completion rates. However, as we have no available 
data of how many clients those 16 cases represent of the overall client base, this may 
be significantly lower.
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The lack of clarity regarding when the “Time 2”data was collected, means that one 
has to treat all the time “Time 2” data as merely the “last data point known” and this 
further invalidates the results.
Given these limitations with the data, it has not been possible to provide a reliable 
picture of the practice in the SPTS.
Implications for Practice
The SPTS continue to collect the CORE data at the moment, but this remains on a 
haphazard basis, with significant members of the team not completing any of the 
forms and others completing some of the forms. There is also no current plan in 
place for what will be done with this data once it builds up again.
Mellor-Clark et al (2006) argue that services can be seen on a continuum of how they 
use outcome measures from those who do so to show that they are ‘doing the right 
thing’ to those who actively engage with the process, using it to inform practice and 
delivery. It would appear that it may be of use for the SPTS to decide collectively 
how they would like to proceed with the issue of outcome measures. If they intend to 
engage with the process, then this will require a whole team approach and Bewick et 
al (2006) suggest that this will require skilled leadership, good training and project 
management of the process to ensure that everyone buys into the process. Should the 
team decide to do this, then there are a number of possible options for how to set up 
both the data collection and analysis, with the most sophisticated and interactive 
being CORE-PC, an internet based use of CORE which enables direct input, easy 
access to results and ready to use report systems (Mellor-Clark et al, 2006).
86
References
Bewick, B. M., Trusler, K., Mullin, T., Grant, S., & Mothersole, G. (2006). Routine 
outcome measurement completion rates of the CORE-OM in primary care 
psychological therapies and counselling. Counselling and Psychotherapy Research, 
6(1), 33 -40.
Bhui, K., Stansfeld, S., Hull, S., Priebe, S., Mole, F., & Feder, G. (2003). Ethnic 
variations in pathways to and use of specialist mental health services in the UK. 
Brittish Journal o f Psychiatry, 182, 105-116.
Canning, K., & Young, M. (2006). Black and Minority Ethnic Groups in Surrey and 
Sussex. West Sussex Public Health Observatory, West Sussex Public Health 
Observatory. Goring-By-Sea: West Sussex Public Health Observatory.
CORE IMS Ltd. Clinical Outcomes in Routine Evaluation: System. Rugby: CORE 
IMS Ltd
Core Partnership, C. (2007). Is initial overall CORE-OM score an indicator o f likely 
outcome? Rugby: CORE IMS Ltd.
Department of Health. (1999). A National Service Framework for Mental Health. 
Department of Health, Department of Health. London: DoH.
Garety, P., Bristow, F., Brown, 1 , Burleigh, S., Clark, D., Doherty, I., et al. (2003). 
The Patient Journey: Guidance on the use o f  Outcome Measures for Psychological 
Therapies. South London and Maudsley NHS Trust, Trust Psychological Therapies 
Committee. London: South London and Maudsley NHS Trust.
Jacobson, N. S., & Truax, P. (1991). Clinical Significance: A Statistical Approach to 
Defining Meaningful Change in Psychotherapy Research. Journal o f Consulting and 
Clinical Psychology, 59 (1), 12-19.
Mellor-Clarke, J. (2006a). Developing CORE performance indicators for 
benchmarking in NHS primary care psychological therapy and counselling services: 
An editorial introduction. Counselling and Psychotherapy Research, 6(1), 1-2.
87
Mellor-Clark, J., Curtis Jenkins, A., Evans, R., Mothersole, G., & Mclnnes, B. 
(2006b). Resourcing a CORE network to develop a National Research Database to 
help enhance psychological therapy and counselling service provision. Counselling 
and Psychotherapy Research, 6(1), 16-22.
National Collaborating Centre for Mental Health (2009). Nice Guideline CG82: 
Schizophrenia. National Institute for Health and Clinical Excellence. London: 
National Institute for Health and Clinical Excellence.
Persaud, A., & Pearson, S. (2006, October 25). Letter To: All Chief Executives 
Mental Health Trusts. Care Service Improvment Partnership . Leeds, United 
Kingdom: Care Service Improvment Partnership.
88
Appendix 1: CORE Patient Information Sheet and Consent Form
C l i n i c a l  
O u t c o m e s  œ  
R o u t i n e  
E v a l u a t i o n
O MHF & CORE System Group
CLIENT CONSENT FORM
I have read the information sheet provided and I agree to the fair and 
lawful processing of personal information for the purposes of analysis 
and research in line with the Data Protection Act 1998.
I understand that the CORE researchers based at the Psychological 
Therapies Research Centre, University of Leeds, will not have access to 
any personal data provided (eg name, address, date of birth) which 
makes the information identifiable to me and that I will not be 
identified in any way in anything that is written or reported about the 
research.
Signature .....................................................................
N a m e  (block cspkais) ..................................................................................................................
Date ...................................................................
Appendix 2: CORE Administration Checklist
89
A d m i n i s t r a t i o n  Checklist
Site II*
km*. -
< lient 11) Therapist !l>
Pre-therapy
"So* *Renson 
L CORK Oukmme Measure; om*pkwd clie:.* Q
2, Therapy V.sstssment Form: complied b \  titer ip;T: J  Q [
-
PvKl therapy
Yes \o" "Reason
I. CORKOwlCMtte Measutv: complcWhy vlienr
]
2. End oi'i'lierap> Form: con-plclcd by iherapht. J^| „J
9 0
Appendix 3: CORE Therapy Assessment Form
c  
o
R
E
THERAM
ASSESSMENT
E O R M .j
ID
Client ID 
Sub Codes
RefeneMs) I
Age
L Q
TH tt> number SC2 f ym ht*s SG3 fxrabfrfs
Err^oyment
Ethnic Origin
Female □
□ □
□ □
Referral dele
First assessment date 
attended
lest assessment date
Total number of assessments □
,—.Episode
Previously seen for therapy Y - < j j j
in this service?
Months wnce last episode
Is ibis a follow-up/review 
appointment7
Relationships'supporl " vn r. *?
Full time carer (** #M^ :y m -tUvmg alone tnol incLrtmg 122)
Living with partner
Caring for children under 5 years |
Cat mg for children over 6 years ; I
Uvmg with parents/guard,an 
Uvrng w&th other leiawvesbncnds
L ving in shared accommodation ten -'«c - 
iwing In temporary accommodation *eg 
Uvmg in msmimon hospital 
Other
§
Current/previous use of services for psychological problems?
A w a e  aie# aa  many D o w  as appnyvw :*
Pnmery OP or other member cf primary care teem ^  Ta*.
Secondary in primary care setting 
In community setting 
in hospital setting on sessional basis 
Day care services r*@ 'iay *',)-«pn»v 
Hospital admission < 10 days
Hospital admission >«-11 days
Specialist Psychotherapy psychc'ogiral treatments from speciai st team o  ^' 
Attendance at day theopeulic programme 
Inpatient treatment
Other Counsellor In eg voluntary religious, wort educational setting
/ / /n □ □□ □□ □ □n □ □□ □ u□ □ □□ □ □n □ □□ □ □n □ □□ □ u
is the chent currently prescribed medication to help with their psychological proldem(s>? ves No□ □
If yes, please indicate type of medication
Ant$ psychotics \ ]  Anti depressants [
hM )yr»!m M to.8> n a i ty
Anxiolytics Hypnotics
i i l l l l lD f  H J  H tr iJ  **
Other r ]
9 1
Brief d escr ip tio n  o f  rea so n  tpf referral
□
Identified Problems Concerns
A
Depression |_ j  ( | □ □
Z
; jTmuma'abuse
y
□ □ □
< />
□
□ Anxiety/Stress □ □ □ □ r~ jB «e»vem em *e* □ □ □ □
□ Psychosis □ □ □ □ jseif esteem □ □ □ □
□ Personaliry ProWems □ □ □ □ : j Interpersonal relationshtp C □ □ □
□ Cognipveleaming □ □ □ □ i j b rin g  Welfare □ □ □ □
G Eating Disorder □ □ □ □ I j Woi le'Academic □ □ □ □
C Physical Problems □ D □ □ |Other vr vv-'v cwJewr □ □ □ □
n Addictions Ü □ O □ |
*5sk
Suicide
/□ y □ Y"□
Self Harm □ □ u u
Haim to others □ □ n □
Legal Forensic □ □ □ □
ICD 10 CODES
F,Z M,,'. c?c;, f f Mj»;. Cr.-i* S*it- -
1
A3 %Wwm FZ W» Cf-Wr Sut'
j -----------^
Who? has the cBemt done to cope with/avoid their problems? mamf ecA. ywf r*^r n ,  . acnbet 
Prr,o v e » ' t i o n s [ l  N^goWe aetmrs L j
Assessment outcome Ak* en* Ac «v,- 
Assessment’one session onîv 
Accepted for therapy 
Accepted for trial period of therapy 
long consultation
* Rf-terred to Other service 
‘ Unsuitable for therapy at this time
□
u□□□
W the ckent is not entering therapy give brief reason
9 2
c
O
R
E
END OK
THERAM
F O R M vj
Whgt type of therapY was undertaken with the client? mease dirt as eoaaa a; uyom **
Psychodyngmic □ Person-centred □
Psychoanalytic integrative □
Cognitive □ Systemic □
Behavioural □ Supportive □
Cognmve/Qehaviourai Art q
Structured Brief Other uw*cAy □
She ID
Oient ID 
Sub Codes
Date therapy 
commenced
Date therapy , , R
completed
LJ
toUmr» mdnbe*
Th*fapwt *0 SC< numbc* SC5
Number of sessions 
planned
Number of sessions 
attended
Number of sessions 
unattended
What mod Why of therapy was undertaken with the client? t<a .•»<» msny f>n*9$ *t apomp*ate
incbvidual □ Family □
Group □ Marital/Couple □
Which of the fo#ow*ng best describe* the ending of therapy?
Unplanned [ j
Due to crisis
Due to loss of contact [ ]
D ent <:l'd .-x)t A'tsit to commue 
Other unplanned ending ^
What was the frequency of therapy with the client?
More than once weekly □ ess than once /.petty □
Weekh □ Not at a fixed frequency □
Planned j_J
Planned horn outset I
Agreed during therapy
Agreed at end of thcapy
Other planned ending #$/►,. ;/>■ .<*.
9 3
Review of Identified ProWemsfConcem#
z| | Depression o |2" | Trauma'Abuse o
| AnxietyÆtress o | ) Bereavement.Loss a
: | Psychosis □ | | Srsf esteem a
; j PoTSonahty Problems □ I Intei personal relaii^nship □
j_j Cognitive Learning a i Uvmg/Welfare □
| | Physical Problems a i Work/Academic □
| i Eating Cksorder a t Other f Lmkr'W'' □
( j Addictions o 1
Risk < / 4^ *» V
Suicide □ □ U U
Self Harm □ □ □ □
Harm to others □ □ □ □
legal,Forensic □ □ □ □
Contextual Factor* y Z
Motivation O □ u
Working ARmnce □ □i1 □ □ u
Benefits of Theropy
Improved
Ves No V ImprovedYea h * « r /
Personal insigWuWera tan ding □ □ □ Controbplannmg/dec^ion making □ U u
Expression o* feelmgs'problem* □ □ □ Subjective well be mg □ □ □
Ef.Plorabon of feekngs,problems □ □ □ Symptoms □ □ □
Coping abategies/tecitniquos D □ G Day to day functioning □ □ □
Access to practical hrlp 
Other benefits
r,'r* ^ fAffi .f/wv/n
n□ □
|---Î Personal relationships G □ □
Has contact with this sendee resulted In a change of medication? v$s [ j  No Not cppluaMc !_J
If yes. is this change likely to be of benefit to the client7 Yes Q  No [ 
Details ol change Started )" ] n sco nmued [ 1  increased 1  Decreased ', | Modified [ ]
Has the client been given a follow-up appomtment7 Number of months until appointment
ves □  N oO  [ ]  ]
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Appendix 4: CORE Outcome Measure
Over the last week /  s X / y
13 1 have feh pemk: or terror Q " J D
16 1 made plans to end my life □  □ □ □ □ - ! !;
17 1 have felt overwhelmed by my problème J J
1& 1 have had difficulty getting to sleep or staying asleep J 1 J J l u - - 1 j |f
19 I have felt warmth or affection for someone □  J J □
20 My problems have been impossible to put to one side □  J J Q - J p
a*; 1 have been able to do most things 1 needed to J □ J 1 1.
22 1 have threatened or intimidated another person J  □ _ J L L □ ' 13
2) 1 have Wt despairing or hopeless □  □ □ □  > J -
24 1 have thought it woidd be better f 1 were dead □  j □ J 3
* 1 have fe% criticised by other people □  □ J J 3
25 1 have thought 1 have no friends ■ J ” □ J n
2? 1 have teh unhappy Ü - □ □ > I?
2» Unwanted images or memories have been distressing me J  J J J □ 1 1'
2# 1 have bean imitable when with other people J  □ J J □  ' 1 k
30 l have thought I am to blame for my problems and difficulties J □ J □ L >
31 I have felt optimistic about my future □ *  □ ' J □ > ' J - 1 k
32 1 have achieved the things 1 wanted to J  □ J □ □ L i *
33 * have f#f humiliated or shamed by  other people □  J J J - Ù * 3
w 1 have hurt myself physically or ta&en dangerous risks with 1 # # ! & 1 
my health
THANK YOU FOR YOUR TIME IN COMPLETING THIS QUESTIONNAIRE I
r>
Total Scores 
Mean Scores
■ !  ■ 'i-'l ‘ i a ! I’ d>'
(Wi
1_
P ~ ]
A l m inu» R
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Appendix 5: SPSS Frequency Tables
Statistics
Client A ge
N Valid 36
Missing 14
Statistics
Client Age
N valid 36
Missing 14
Mean 43.31
Median 41 .50
Mode 51
Client Age
Frequency Percent Valid Percent
Cumulative
Percent
Valid 24 1 2.0 2.8 2.8
26 2 4.0 5.6 8.3
32 1 2.0 2.8 11.1
33 2 4.0 5.6 16.7
34 2 4.0 5.6 22.2
35 3 6.0 8.3 30 .6
38 3 6.0 8.3 38.9
40 2 4.0 5.6 44 .4
41 2 4.0 5.6 50.0
42 1 2.0 2.8 52.8
44 2 4.0 5.6 58 .3
47 1 2.0 2.8 61.1
48 2 4.0 5.6 66 .7
49 1 2.0 2.8 69 .4
51 4 8.0 11.1 80.6
52 2 4 .0 5.6 86.1
59 1 2.0 2.8 88.9
60 1 2.0 2.8 91.7
61 1 2.0 2.8 94.4
62 1 2.0 2.8 97.2
64 1 2.0 2.8 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Statistics
Client G ender
Client
Ethnicity
Client 
Ethnicity if 
of mixed 
heritage
Client 
Employment 
Time 1
Client 
Employment 
Time 2
N Valid 40 33 33 33 33
Missing 10 17 17 17 17
Mean 1.73 8.00 9.76 3.76 9.67
Median 2.00 8.00 10.00 3.00 10.00
Mode 2 8 10 4 10
Minimum 1 8 2 1 6
Maximum 2 8 10 9 10
Client Employment Time 1
Frequency Percent Valid Percent
Cumulative
Percent
Valid hull time Employed 7 14.0 21.2 21.2
Part Time Employed 1 2.0 3.0 24.2
Benefits 9 18.0 27.3 51.5
Unemployed 10 20.0 30.3 81.8
Part Time Study 1 2.0 3.0 84.8
H ouse Person 3 6.0 9.1 93 .9
Other 2 4.0 6.1 100.0
Total 33 66.0 100.0
Missing System 17 34.0
Total 50 100.0
Client Employment Time 2
Frequency Percent Valid Percent
Cumulative
Percent
Valid Part Time Study 2 4 .0 6.1 6.1
H ouse Person 1 2.0 3.0 9.1
Other 1 2.0 3.0 12.1
Not Applicable 29 58.0 87.9 100.0
Total 33 66 .0 100.0
Missing System 17 34.0
Total 50 100.0
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Statistics
Time Until First A ssessm en t
Statistics
Date of Referral
N Valid 35
Missing 15
Mean 2.11
Median 2.00
Mode 2
Minimum 1
Maximum 4
N Valid 35
Missing 15
Mean 4 .03
Median 4 .00
Mode 5
Minimum 2
Maximum 5
Time Until First Assessment
Frequency Percent Valid Percent
Cumulative
Percent
Valid Within 1 month 7 14.0 20.0 20 .0
Within 3 months 20 40 .0 57.1 77.1
Within 6 months 5 10.0 14.3 91.4
Within 9 months 3 6.0 8.6 100.0
Total 35 70.0 100.0
Missing System 15 30.0
Total 50 100.0
Date of Referral
Frequency Percent Valid Percent
Cumulative
Percent
Valid 2005 2 4.0 5.7 5.7
2006 8 16.0 22 .9 28 .6
2007 12 24 .0 34.3 62 .9
2008 13 26.0 37.1 100.0
Total 35 70.0 100.0
Missing System 15 30.0
Total 50 100.0
Who Referral came from
Frequency Percent Valid Percent
Cumulative
Percent
Valid GP 8 16.0 21 .6 21 .6
Psychiatrist 17 34.0 45 .9 67 .6
Other NHS service 6 12.0 16.2 83.8
Other 6 12.0 16.2 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
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Previous therapy here
Frequency Percent Valid Percent
Cumulative
Percent
Valid Y es 15 30.0 37.5 37 .5
No 25 50.0 62 .5 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
Relationship - Live alone
Frequency Percent Valid Percent
Cumulative
Percent
Valid y e s 16 32.0 39.0 39.0
no 25 50.0 61.0 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship- Live with Partner
Frequency Percent Valid Percent
Cumulative
Percent
Valid y e s 13 26.0 31.7 31.7
no 28 56.0 68 .3 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship - Live child under 5
Frequency Percent Valid Percent
Cumulative
Percent
Valid y e s 3 6.0 7.3 7.3
no 38 76.0 92.7 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship - Live child over 5
Frequency Percent Valid Percent
Cumulative
Percent
Valid y es 9 18.0 22 .0 22 .0
no 32 64 .0 78.0 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship - Live with Parent/Guardian
Frequency Percent Valid Percent
Cumulative
Percent
Valid y es 5 10.0 12.2 12.2
no 36 72.0 87.8 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
R elation sh ip  - Live with relatives/frien ds
Cumulative
Frequency Percent Valid Percent Percent
Valid y es 1 2.0 2.4 2 .4
no 40 80.0 97.6 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
R elationship - Is a Full T im e Carer
Cumulative
Frequency Percent Valid Percent Percent
Valid y es 1 2.0 2.4 2.4
no 40 80.0 97.6 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
R elationsh ip  - Live in sh ared  a ccom od ation
Frequency Percent Valid Percent
Cumulative
Percent
Valid y es 1 2.0 2.4 2 .4
no 40 80.0 97.6 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
R elationsh ip  - Live in rem porary A ccom od ation
Frequency Percent Valid Percent
Cumulative
Percent
Valid no 41 82 .0 100.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship - Live in Institution/ Hospital
Frequency Percent Valid Percent
Cumulative
Percent
Valid no 41 82.0 100.0 100.0
Missing System 9 18.0
Total 50 100.0
Relationship - Other Circumstances/Support
Frequency Percent Valid Percent
Cumulative
Percent
Valid no 41 82.0 100.0 100.0
Missing System 9 18.0
Total 50 100.0
Statistics
Medication - 
Is person on 
medication 
for psych
Medication - 
Type of 
medication
N Valid 34 33
Missing 16 17
Mean 1.29 4.97
Median 1.00 2.00
Mode 1 2
Minimum 1 1
Maximum 2 10
Medication - Is person on medication for psych
Frequency Percent Valid Percent
Cumulative
Percent
Valid y e s 24 48 .0 70.6 70.6
no 10 20.0 29.4 100.0
Total 34 68 .0 100.0
Missing System 16 32.0
Total 50 100.0
Medication - Type of medication
Cumulative
Frequency Percent Valid Percent Percent
Valid Anti Hsychotics 3 6.0 9.1 9.1
Anti D epressants 15 30.0 45 .5 54.5
Anxiolytics/Hypnotics 1 2 .0 3.0 57.6
Anti Psychotics and 
Anti D epressants 1 2 .0 3.0 60 .6
Anti Psychotics and 
Anxiolytics/Hypnotics 1 2.0 3.0 63.6
Anti depressants and 
Anxiolytics 1 2 .0 3.0 66.7
anti depressants and 
Other 1 2 .0 3.0 69.7
Not Applicable 10 20.0 30.3 100.0
Total 33 66.0 100.0
Missing System 17 34.0
Total 50 100.0
Depression Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 6 12.0 17.1 17.1
Moderate Difficulty 24 48 .0 68.6 85.7
Severe Difficulty 2 4 .0 5.7 91.4
Not Applicable at this time 3 6.0 8.6 100.0
Total 35 70.0 100.0
Missing System 15 30.0
Total 50 100.0
Anxiety/Stress Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 10 20.0 29.4 29 .4
Moderate Difficulty 19 38.0 55.9 85.3
Not Applicable at this time 5 10.0 14.7 100.0
Total 34 68 .0 100.0
Missing System 16 32.0
Total 50 100.0
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Psychosis Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 1 2.0 2.8 2.8
Moderate Difficulty 1 2.0 2.8 5.6
Not Applicable at this time 34 68.0 94.4 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Personality Problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 2 4.0 5.6 5.6
Moderate Difficulty 5 10.0 13.9 19.4
Severe Difficulty 2 4.0 5.6 25 .0
Not Applicable at this time 27 54.0 75.0 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Learning difficulties Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Not Applicable at this time 37 74.0 100.0 100.0
Missing System 13 26.0
Total 50 100.0
Eating Disorder Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 3 6.0 8.1 8.1
Mild Difficulty 2 4.0 5.4 13.5
Moderate Difficulty 1 2.0 2 .7 16.2
Severe Difficulty 2 4.0 5.4 21 .6
Not Applicable at this time 29 58.0 78.4 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
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Physical Difficulties Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 2 4.0 5.4 5 .4
Mild Difficulty 2 4.0 5.4 10.8
Moderate Difficulty 2 4.0 5.4 16.2
Not Applicable at this time 31 62.0 83.8 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
Addictions Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 1 2.0 2.7 2.7
Mild Difficulty 4 8.0 10.8 13.5
Moderate Difficulty 1 2.0 2.7 16.2
Not Applicable at this time 31 62.0 83.8 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
Trauma/Abuse Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 4 8.0 11.1 11.1
Moderate Difficulty 9 18.0 25 .0 36.1
Not Applicable at this time 23 46.0 63.9 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Bereavment/Loss Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 2 4 .0 5.4 5 .4
Mild Difficulty 4 8.0 10.8 16.2
Moderate Difficulty 6 12.0 16.2 32 .4
Not Applicable at this time 25 50 .0 67 .6 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
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Self Esteem problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 7 14.0 20 .6 20 .6
Moderate Difficulty 18 36.0 52.9 73.5
S evere Difficulty 1 2.0 2.9 76.5
Not Applicable at this time 8 16.0 23 .5 100.0
Total 34 68 .0 100.0
Missing System 16 32.0
Total 50 100.0
Interpersonal/relationship problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Mild Difficulty 9 18.0 26.5 26 .5
Moderate Difficulty 14 28.0 41 .2 67 .6
S evere Difficulty 2 4.0 5.9 73.5
Not Applicable at this time 9 18.0 26 .5 100.0
Total 34 68.0 100.0
Missing System 16 32.0
Total 50 100.0
Living/ Welfare problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 1 2.0 2.7 2 .7
Mild Difficulty 3 6.0 8.1 10.8
Moderate Difficulty 1 2.0 2.7 13.5
Not Applicable at this time 32 64 .0 86.5 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
Work/ Academic problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 1 2.0 2.8 2.8
Mild Difficulty 1 2.0 2.8 5.6
Moderate Difficulty 4 8.0 11.1 16.7
Not Applicable at this time 30 60 .0 83.3 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
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Other Problems Severity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Minimal difficulty 1 2.0 2.7 2.7
Moderate Difficulty 2 4 .0 5.4 8.1
Not Applicable at this time 34 68.0 91.9 100.0
Total 37 74.0 100.0
Missing System 13 26.0
Total 50 100.0
Depression Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid L ess than 6 monhts 3 6.0 7.7 7.7
6-12 months 3 6.0 7.7 15.4
more than 12 months 9 18.0 23.1 38.5
recurrung/ continuous 21 42.0 53.8 92 .3
not applicable currently 3 6.0 7.7 100.0
Total 3 9 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Anxiety/Stress Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid L ess than 6  monhts 2 4.0 5.1 5.1
6-12 months 2 4.0 5.1 10.3
more than 12 months 12 24.0 30.8 41 .0
recurrung/ continuous 18 36.0 46 .2 87.2
not applicable currently 5 10.0 12.8 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Psychosis Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid L ess than 6 monhts 1 2.0 2.5 2 .5
more than 12 months 1 2.0 2.5 5.0
recurrung/ continuous 1 2.0 2.5 7.5
not applicable currently 37 74.0 92.5 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
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Personality Problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 2 4.0 5.0 5.0
recurrung/ continuous 8 16.0 20 .0 25.0
not applicable currently 30 60.0 75.0 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
Learning Difficulties Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid not applicable currently 40 80.0 100.0 100.0
Missing System 10 20.0
Total 50 100.0
Eating Disorder Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 2 4.0 5.1 5.1
recurrung/ continuous 5 10.0 12.8 17.9
not applicable currently 32 64 .0 82.1 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Physical problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 3 6.0 7.5 7.5
recurrung/ continuous 3 6.0 7.5 15.0
not applicable currently 34 68 .0 85 .0 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
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Addictions duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 2 4.0 5.0 5.0
recurrung/ continuous 4 8.0 10.0 15.0
not applicable currently 34 68 .0 85.0 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
Trauma/Abuse Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 9 18.0 23.1 23.1
recurrung/ continuous 6 12.0 15.4 38.5
not applicable currently 24 48 .0 61 .5 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Bereavment/Loss duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid 6-12 months 1 2.0 2.6 2 .6
more than 12 months 8 16.0 20 .5 23.1
recurrung/ continuous 3 6.0 7.7 30.8
not applicable currently 27 54.0 69 .2 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Self Esteem Problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid L ess than 6  monhts 2 4.0 5.1 5.1
more than 12 months 8 16.0 20.5 25 .6
recurrung/ continuous 22 44 .0 56.4 82.1
not applicable currently 7 14.0 17.9 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
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Interpersonal/Relationship problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid L ess than 6  monhts 1 2.0 2.6 2.6
more than 12 months 9 18.0 23.1 25 .6
recurrung/ continuous 20 40 .0 51.3 76.9
not applicable currently 9 18.0 23.1 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Living/Welfare problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid 6-12 months 2 4 .0 5.0 5.0
more than 12 months 1 2.0 2.5 7.5
recurrung/ continuous 2 4.0 5.0 12.5
not applicable currently 35 70.0 87.5 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
Work/Academic problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid 6-12 months 1 2.0 2.6 2.6
more than 12 months 4 8.0 10.3 12.8
recurrung/ continuous 2 4.0 5.1 17.9
not applicable currently 32 64.0 82.1 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Other Problems Duration
Frequency Percent Valid Percent
Cumulative
Percent
Valid more than 12 months 2 4.0 5.0 5.0
recurrung/ continuous 1 2.0 2.5 7.5
not applicable currently 37 74.0 92.5 100.0
Total 40 80.0 100.0
Missing System 10 20.0
Total 50 100.0
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Statistics
Risk of 
Suicide
Risk of 
Self Harm
Risk of Harm 
to others
Risk of legal 
or forensic  
concerns ie 
arson/dam a  
ge
N Valid 41 39 36 36
Missing 9 11 14 14
Mean 1.73 1.72 1.17 1.03
Median 2.00 1.00 1.00 1.00
Mode 2 1 1 1
Minimum 1 1 1 1
Maximum 3 4 3 2
Risk of Suicide
Frequency Percent Valid Percent
Cumulative
Percent
Valid None 16 32.0 39.0 39.0
Mild 20 40.0 48 .8 87.8
Moderate 5 10.0 12.2 100.0
Total 41 82.0 100.0
Missing System 9 18.0
Total 50 100.0
Risk of Self Harm
Frequency Percent Valid Percent
Cumulative
Percent
Valid None 21 42.0 53.8 53.8
Mild 10 20.0 25.6 79.5
Moderate 6 12.0 15.4 94.9
Severe 2 4 .0 5.1 100.0
Total 39 78.0 100.0
Missing System 11 22.0
Total 50 100.0
Risk of Harm to others
Frequency Percent Valid Percent
Cumulative
Percent
Valid None 31 62.0 86.1 86.1
Mild 4 8.0 11.1 97.2
Moderate 1 2.0 2.8 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Risk of legal or forensic concerns ie arson/damage
Frequency Percent Valid Percent
Cumulative
Percent
Valid None 35 70.0 97.2 97.2
Mild 1 2.0 2.8 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
Statistics
ICD 10 Code 
number one
ICD 10 C ode 
Number two
ICD 10 Code 
Number three
ICD 10 Code  
Number four
N Valid 31 26 25 19
Missing 19 24 25 31
Mean 9.26 17.65 17.84 16.26
Median 5.00 16.50 19.00 14.00
Mode 4 12a 19 7
Minimum 1 2 2 7
Maximum 37 34 39 35
a - Multiple m odes exist. The sm allest value is shown
ICD 10 Code number one
Cumulative
Frequency Percent Valid Percent Percent
Valid F31- BiHolar 4 8.0 12.9 12.9
F60 - Personality 
Disorder 1 2.0 3.2 16.1
F32 - depressive Episode 10 20 .0 32.3 48 .4
F50- Eating disorder 3 6.0 9.7 58.1
F30 - Manic Episode 1 2.0 3.2 61 .3
F33 - Recurrent 
D epressive Disorder 6 12.0 19.4 80.6
Z63.4 - D isappearance
and death of family 1 2 .0 3.2 83.9
member
F41 - Other anxiety 
disorders 1 2.0 3.2 87.1
F61 - Mixed and other
1 2.0 3.2 90 .3personality disorders
F45 - Somatoform  
Disorders 1 2.0 3.2 93.5
Z72.1 - Alcohol 1 2.0 3.2 96.8
F13 - Sedatives or 
hypnotics 1 2.0 3.2 100.0
Total 31 62 .0 100.0
Missing System 19 38.0
Total 50 100.0
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ICD 10 Code Number two
Cumulative
Frequency Percent Valid Percent Percent
Valid F60 - Personality 
Disorder 2 4.0 7.7 7.7
F94- Disorder of Social
1 2.0 3.8 11.5Functioning
F50- Eating disorder 1 2.0 3.8 15.4
Z615- Sexual A buse of
child outside primary 1 2.0 3.8 19.2
support
F33 - Recurrent
1 2.0 3.8 23.1D epressive Disorder
Z 61.3 - Loss Self
6.0 11.5 34.6Esteem  Childhood 3
F42 - OCD 1 2.0 3.8 38 .5
Z65.4 - Victim of crime or
1 2.0 3.8 42 .3terrorism
Z63.4 - D isappearance
and death of family 2 4.0 7.7 50 .0
member
F41 - Other anxiety 
disorders 3 6.0 11.5 61 .5
Z61.1 - Removal from
1 2.0 3.8 65 .4hom e in childhood
Z72.2 - Drug u se 1 2.0 3.8 69 .2
Z 61.0 - Loss of love
1 2.0 3.8 73.1relationship in childhood
Z63.5 - Disruption family
1 2.0 3.8 76.9separation divorce
Z 61.4 - Sexual abuse of
child inside primary 2 4.0 7.7 84 .6
support
Z59.2 - Discord with
neighbours lodgers or 1 2.0 3.8 88 .5
landlord
F40 - Phobic Anxiety 
Disorders 2 4.0 7.7 96 .2
Z55.3 -
1 2.0 100.0Underachievement 3.8
Total 26 52.0 100.0
Missing System 24 48.0
Total 50 100.0
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ICD 10 Code Number three
Valid F60 - Personality Disorder
F94- Disorder of Social 
Functioning
Z615- Sexual A buse of 
child outside primary 
support
Z624- Emotional neglect 
of child
Z 61.3 - Loss Self Esteem
Childhood
F42 - OCD
Z63.4 - D isappearance 
and death of family 
mem ber
F41 - Other anxiety 
disorders
Z 61.2 - Altered Childhood
Family Relationships
Z 61.7 - Frightening
Experience in Childhood
Z55.4 - Educational
Maladjustment
Z 61.6 - Alleged physical
abuse of child
Z63.5 - Disruption family
separation divorce
Z55.3 -
Underachievement 
F44 - Dissociative 
Disorders
Z60.0 - Problems related 
to life-cycle transitions 
Z62.3 - Flostility towards 
child 
Total 
Missing System  
Total
Frequency Percent Valid Percent
Cumulative
Percent
1
5
1
1
1
1
1
1
1
1
25
25
50
4.0
4.0
2.0
4.0
2.0 
2.0
4.0
2.0 
10.0
2.0
2.0
2.0
2.0
2.0
2.0
2.0
2.0
50.0
50.0  
100.0
8.0
8.0
4 .0
8.0
4 .0
4 .0
8.0
4 .0  
20.0
4 .0
4 .0
4.0
4 .0
4 .0
4 .0
4 .0
4 .0  
100.0
8.0
16.0
20.0
28 .0
32.0
36.0
44 .0
48 .0
68.0
72.0
76.0
80 .0
84.0
88.0
92 .0
96 .0  
100.0
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ICD 10 Code Number four
Cumulative
Frequency Percent Valid Percent Percent
Valid Z624- Emotional neglect 
of child 5 10.0 26 .3
26 .3
Not Applicable 2 4.0 10.5 36.8
Z61.3-LO SS Self 
Esteem  Childhood 2 4.0 10.5
47 .4
Z 63.0- Relationship with 
sp ou se  or partner 1 2.0 5.3
52.6
F41 - Other anxiety 
disorders 1 2.0 5 .3
57.9
Z61.1 - Removal from 
hom e in childhood 1 2.0 5 .3
63 .2
Z 61.7 - Frightening 
Experience in Childhood 2 4.0 10.5
73.7
Z62.0 - Inadequate
parental supervision & 1 2.0 5.3 78.9
support
Z63.1 - Problems
relationship parents / 1 2.0 5.3 84.2
in-laws
Z 61.6 - Alleged physical 
abu se of child 1 2.0 5.3
89.5
Z63.5 - Disruption family
1 2.0 5.3 94.7separation divorce
Z60.3 - Acculturation
Difficulty (Social 1 2.0 5.3 100.0
Transplantation)
Total 19 38.0 100.0
Missing System 31 62.0
Total 50 100.0
Statistics
A ssessm en t Outcome
N Valid 30
Missing 20
Mean 2.00
Median 2.00
Mode 2
Minimum 1
Maximum 5
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Assessment Outcome
Cumulative
Frequency Percent Valid Percent Percent
Valid A ssessm en t /1  
sess io n  only 3 6.0 10.0 10.0
A ccepted for therapy 26 52.0 86.7 96.7
referred to other service 1 2.0 3.3 100.0
Total 30 60.0 100.0
Missing System 20 40.0
Total 50 100.0
Statistics
Therapist Identification
N Valid 36
Missing 14
Mean 1.67
Median 1.00
Mode 1
Minimum 1
Maximum 5
Therapist Identification
Frequency Percent Valid Percent
Cumulative
Percent
Valid Jane 22 44 .0 61.1 61.1
Howard 6 12.0 16.7 77.8
Gail 7 14.0 19.4 97.2
Marcus 1 2 .0 2.8 100.0
Total 36 72.0 100.0
Missing System 14 28.0
Total 50 100.0
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Appendix 6: Clinical Cut off data at Assessment
Male Clients Global Distress 
Score <1.36
Female Clients Global Distress 
score <1.50
17 .91 26 .38
18 1.41 7 .41
19 1.50 27 .85
20 1.68 28 1.20
21 1.97 8 1.30
22 2.10 9 1.40
2 2.17 29 1.41
23 2.18 30 1.44
4 2.20 31 1.50
24 2.34 32 1.80
5 2.60 33 1.90
25 2.70 34 1.90
6 2.70 1 1.94
35 1.97
36 2.10
37 2.20
10 2.32
38 2.32
39 2.32
40 2.35
11 2.35
41 2.40
42 2.65
43 2.70
13 2.70
44 2.76
3 2.85
45 2.85
14 3.00
15 3.00
16 3.00
46 3.10
Appendix 7: Banding of Clients according to Global Distress Score on “Outcome Measure”
Client ID Client Global Distress Score Banding
26 .38 Healthy
7 .41 Healthy
27 .85 Low level
17 .91 Low level
28 1.20 Mild
8 1.30 Mild
9 1.40 Mild
18 1.41 Mild
29 1.41 Mild
30 1.44 Mild
31 1.50 Moderate
19 1.50 Moderate
20 1.68 Moderate
32 1.80 Moderate
33 1.90 Moderate
34 1.90 Moderate
1 1.94 Moderate
35 1.97 Moderate
21 1.97 Moderate
36 2.10 Moderately severe
22 2.10 Moderately severe
2 2.17 Moderately severe
23 2.18 Moderately severe
4 2.20 Moderately severe
37 2.20 Moderately severe
47 2.20 Moderately severe
39 2.32 Moderately severe
10 2.32 Moderately severe
38 2.32 Moderately severe
24 2.34 Moderately severe
40 2.35 Moderately severe
11 2.35 Moderately severe
41 2.40 Moderately severe
5 2.60 Severe
42 2.65 Severe
6 2.70 Severe
13 2.70 Severe
43 2.70 Severe
25 2.70 Severe
44 2.76 Severe
3 2.85 Severe
45 2.85 Severe
14 3.00 Severe
15 3.00 Severe
16 3.00 Severe
46 3.10 Severe
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RE: Presentation and Research Project
(XXX Partnership Trust) [M.P@XXX.nhs.uk]
Sent: 28 August 2009 14:10
To: Reeves P Mrs (PG/R - Psychology
Dear Pamela,
Thank you for your informative presentation this morning. You have done an 
excellent audit for us that very helpfully poses important questions for us about how 
we evaluate outcomes of therapy and the processes and training we shall need to 
have in place to do this effectively. You were not sure how much you would be able 
to make of the incomplete data set but I can assure you that all the information you 
have summarised and analysed has more than fulfilled my hopes and expectations 
and will be disseminated further within our service. Your oral presentation, by the 
way, was impressive in its clarity and ability to raise critical issues in a non- 
judgmental way -  an invaluable skill for both a clinician and for the politics of an 
organisation!
Very many thanks 
M
Consultant Psychotherapist
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Abstract of Qualitative Research Project
What is the experience o f  clinical psychology training on the partners o f  
those undergoing training? An interpretative phenomenological
analysis study
Background: Research highlights the difficulties and the high stress levels associated 
with the Clinical Psychology profession, and the impact of the training programme 
on the trainees themselves. Wider evidence from the occupational literature suggests 
a number of factors influence the impact of stress, for example, social support and 
significant close relationships can reduce stress and strain for those in highly 
stressful occupations. However, this may impact negatively upon spouses and 
partners.
Current study: No previous research was found which explored the impact of clinical 
psychology training on the partners of trainees. To address this identified gap in the 
literature, the study sought to answer the following research question: ‘What is the 
impact of clinical psychology training on the partners of those undergoing training?’
Methods: Semi-structured interviews were conducted by the four researchers 
involved in the project. Participants were four male partners of current clinical 
psychology trainees (25 to 35 years old). Interviews were audio taped, transcribed 
and subjected to interpretative phenomenological analysis which aimed to explore 
each individual experience.
Findings: Three master themes emerged: Compromise and coping, positives and 
expectations and finally, role. Findings suggested that the impact of the training 
experience on partners was a balance of both positive and more challenging aspects 
which involved compromise and coping to negotiate.
Conclusions: Preliminary findings suggest that the way in which partners of those 
undertaking training experience the positive aspects, and the approach they take 
towards compromise, may both be heavily influenced by partners’ initial 
expectations and perceptions of their role.
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Major Research Project
A Thematic Analysis o f  how combat-related trauma is currently 
understood and made sense o f  amongst British Army veterans.
by
Pamela Reeves
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
July 201
D Pamela Reeves 201
- - . - 
....................
Abstract
Background:
The literature on combat-related trauma suggests varied conceptualisations of 
individual vulnerability and acceptance within the army across time. Current 
literature presents seeming contradictions between acceptance of trauma and actual 
rates of disclosure by soldiers. The literature suggests strong disincentives to help- 
seeking within the army and evidence of under-reporting of difficulties. 
Consequently, civilian mental health practitioners are likely to encounter discharged 
soldiers seeking help for unmanaged traumatic reactions.
Current study:
The current study attempts to understand the meaning of combat-related trauma 
within the context of a group of British army veterans.
Methods: Two focus groups were conducted; one group comprising four male 
officer veterans and the other group comprising four male non-officer veterans.
Each focus group was recorded, transcribed verbatim, and subjected to thematic 
analysis.
Findings: An overarching theme of ‘Resisting the idea of trauma’ was developed 
with three sub-themes, namely: ‘Dissonant representations of trauma’, ‘Trauma 
interferes with operational imperatives’ and ‘’ambivalence regarding self disclosure’. 
Veterans understood that the army was encouraging people to seek help, but believed 
this would result in discrimination and exclusion. Furthermore the culture 
encouraged them to transform distress into more acceptable narratives, further 
removing the possibility of developing a language by which to express suffering.
Conclusions: It is argued that the army is in a dilemmatic position: the need to 
maintain cohesion amongst troops to ensure operational success conflicts with the 
recognition and care of traumatised soldiers. The study findings provide insight for 
civilian clinicians attempting to achieve ‘cultural competence’ with a veteran 
population.
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Introduction
This study is concerned with how British Army veterans understand and make sense 
of combat-related trauma. The starting point of this paper is to examine how notions 
of trauma have developed and changed over time. This study will examine how 
trauma, and in particular combat-related trauma, has been constructed and 
understood within the Western model of mental health over time. Once an overview 
of some of the substantial changes in how trauma is understood has been considered, 
this study will then examine some of the most common discourses and themes 
noticeable within the literature. Most prevalent are notions of help seeking and this 
paper will explore help seeking in depth, as understanding patterns of help seeking is 
crucial to providing adequate care for both veterans and serving soldiers. An 
examination of current rates of psychological distress and rates of help seeking in the 
army will be followed with an exploration of stigma and barriers to care, as these are 
seen as key components of help seeking. It is noticeable that personal 
understandings of trauma influences help seeking patterns to a great extent.
Therefore from an intervention perspective, it becomes especially important to 
understand how veterans make sense of notions of trauma currently, especially as 
many of these individuals may well present to ‘civilian’ psychological services 
following discharge from the army.
Construction of trauma over time
When attempting to understand how a concept is understood in a particular context, 
it is important to bear in mind that how concepts are constructed and understood 
changes over time and context. Thus it is necessary to examine how notions of 
trauma have changed over time and in different contexts. As this study is focused on 
UK veterans, the overview of combat-related trauma which will be presented is 
focused predominantly on the Western understanding of mental health and Western 
experiences of combat including Britain, the USA and Europe.
When considering the effect that a traumatic experience in combat might have on a 
soldier, much research and writing concentrates on Post Traumatic Stress Disorder
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(PTSD). PTSD is a relatively new addition to the discourse on trauma, entering the 
Diagnostic and Statistical Manual (DSM) (one of the key texts used to catalogue and 
describe the various psychiatric conditions) in 1980 for the first time. Krippner and 
Paulson (2006) argue that one needs to see PTSD as a construction used as a 
diagnosis within the Western medical model; however this construct may not apply 
or be relevant in other cultures. While Krippner and Paulson’s argument is used with 
regard to ethnic cultures, one might argue that this construct would also not be 
recognisable to previous generations within the “Western medical model”. Krippner 
and Paulson (2006) argue that a construct like PTSD emerges from a combination of 
both the symptoms and meanings that an individual and their family and friends 
experience and the cultural context of “values, goals, beliefs and meanings” that exist 
around the individual.
Lasiuk and Hegadoren (2006) indicate that the study of trauma seems to wax and 
wane over historical time and has been marked by periods of interest followed by 
periods of “forgetting”. A study by King’s College London (2010) examined records 
of soldiers from the Boer War, WWI, WWII and Korea and found that all the wars 
showed unusual syndromes emerging but that the symptoms were not the same in 
each war. Therefore many wars are associated with their own “post-conflict 
syndrome”. The Kings College London (2010) study argued that “there has been a 
gradual shift in symptoms from the Victorian period” and “psychological reactions to 
trauma are not static and have changed since the first world war” (pg 18).
A literature search was conducted using the databases Psych Info, Psych Articles, 
Psychology and Behavioural Sciences Collection and Medline between January 1999 
and September 2010. Search terms covered three core concepts: Military (armed 
services, army, combat); stigma (construct, discourse, belief, qualitative) and trauma 
(affect, distress, stress, PTSD) and all combinations of these. Only English language 
articles were included.
From this body of papers, articles were excluded if they focused primarily on issues 
such as terrorism, spousal attitudes, case discussions of treatment, issues related to 
other forms of trauma such as HIV, parenting, natural disasters, and suicide. Other
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articles returned in the initial search were also excluded if their content related 
primarily to broader issues such as civilian experiences, childhood abuse, aggression, 
gay rights issues, spirituality, race relations, Russian history and health issues such as 
weight and cancer.
Articles which formed the final corpus, including military reports which were sent to 
the researcher, give some insight into discourses of trauma in the armed forces within 
the past ten years. Initially the papers were classified according to whether they 
were primarily theoretical papers or empirical research articles. They were then 
further categorised according to the principal subject matter. The following section 
will provide an overview of how ideas about trauma and, in particular, combat- 
related trauma seem to have developed and changed over time within the Western 
world.
Pre 20th Century
Lasiuk and Hegadoren (2006) indicate that early references to the psychological 
effects of aversive events are found in 19th Century in Britain, when describing the 
negative effects of rail travel, which at the time was highly dangerous. By 1861 
there are references to “railway spine” or “post-concussion syndrome” with 
symptoms including sleep disturbances, nightmares and avoidance of rail travel. At 
the time, many doctors believed the cause was an unseen brain injury whilst others 
suggested that, although there was a psychological cause, the problem was ultimately 
embedded in either a weakness of character or malingering for financial gain.
By 1870 there was an interest in what was known as “soldiers’ heart” which was 
seen as a biological response to the stresses of war. The symptoms included extreme 
tiredness, heart palpitations, sweating, shaking, shortness of breath, and loss of 
consciousness. This was considered to be a biological response to war-related stress 
and had no stigma attached to it (Lasiuk and Hegadoren, 2006).
By 1889 there was a move away from referring to “railway spine” towards the term 
“traumatic neurosis” which marks the first time that the word “trauma” was applied
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to anything other than a physical injury. The move towards “traumatic neurosis” 
raised a number of key questions, such as whether the origin was psychological or 
organic and whether the symptoms were caused by an event or individual 
characteristics (Lasiuk and Hegadoren, 2006). There were also queries regarding the 
relationship between “traumatic neurosis” and the concept of “hysteria”. Freud 
began to argue that symptoms of “hysteria” reduced when a traumatic memory was 
integrated into general memory and could be articulated. Freud did however later 
deny a relationship between trauma and “hysteria” (Lasiuk and Hegadoren, 2006).
World War I  (1914 -1918)
Constructions during this period appear to be based on notions of ‘weaknesses’. 
Lasiuk and Hegadoren (2006) indicate that by 1915 the term “shell shock” had 
emerged. Symptoms included uncontrollable crying, immobility and being silent and 
unresponsive. Initially causation was attributed to the rupture of blood vessels in the 
brain from exposure to explosions. Later this was called “shell concussion” and 
“shell shock” was used to refer to psychological problems caused by exposure to 
war.
McHugh and Treisman (2007) indicate that by the end of WWI, soldiers who showed 
symptoms of combat-related distress were seen as “unfit” and were sent home in 
dishonour. Sammons (2005) indicates that psychologists were used to screen recruits 
for suitability, in the hope of eliminating those who were susceptible to “shell shock” 
thereby ingraining the notion that ‘shock’ only occurred in those who were ‘weak’ 
and that this weakness could be detected.
Brunner (2000) indicates that within Austrio/ German military psychiatry, similar 
processes were occurring. Initially the fear and inability to perform soldiering tasks 
was seen as neurological and caused by warfare. Brunner (2000) argues that because 
the doctors were employed by the military, it was not in their interests to pursue this 
line of inquiry and ideas instead shifted towards a more psychoanalytic 
understanding, including an unconscious desire to remain ill and later included ideas 
of inherent genetic vulnerability or instability. Almost all doctors at the time denied
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the impact of wartime experiences as a cause. Reasons for this included, that not all 
soldiers developed symptoms; the severity of the symptoms did not seem to relate to 
the severity of the event; and, doctors were under pressure to avoid compensation 
claims. Additionally a Darwinist slant was used to justify the claim that soldiers who 
developed symptoms were constitutionally weak, regardless of the environment, and 
were thus inadequate soldiers (Brunner, 2000).
McHugh and Treisman (2007) note that WWI and WWII were peak times in 
examining reactions to war and that professionals disagreed about which factors 
affected recovery. Factors discussed included pre-war vulnerabilities such as 
personality, the cohesion and morale of their fighting group and how leaders dealt 
with soldiers’ reactions. Kilshaw (2008) also highlights that WWI was the first time 
that war pensions were granted for psychological disorders.
World War II (1939-1945)
Wessely (2003) indicates that at the start of WWII there was a strong desire to screen 
out those who might develop mental health problems. Davidson (1940 in Wessely, 
2003) writes about “setting up filters against the defective, unstable and potentially 
neurotic” to prevent them joining the army to save money (pg 125).
Lasiuk and Hegadoren (2006) indicate that by 1941 the term “war neurosis” was 
being used in relation to soldiers who showed a combination of amnesia and physical 
arousal and was seen within a psychodynamic framework as a defence mechanism to 
protect “ego integrity” and was conceptually similar to the concept of “hysteria”. 
After WWI the relationship between hysteria and war neurosis was unclear and they 
were grouped together and called “psychic trauma” and were causally ascribed to 
non-specific damage to the nervous system.
Sammons (2005) indicates that during WWII, over 500 psychologists served in the 
US Army and took a more active role in military research. Lasiuk and Hegadoren 
(2006) argue that during this war mental health professionals began moving away 
from the idea of personal weakness, focusing instead on the role of the environment
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in altering someone’s psychological and physical wellbeing.
By 1944 it was argued that trust and communication in a combat group acted as a 
mediating factor for developing problems. This precipitated a shift towards “front­
line psychiatry” known as “forward psychiatry” which provided treatment on the 
front line (McHugh and Treisman, 2007). Soldiers were given rest, recuperation and 
treatment, without being seen as “unfit” or being shamed. Psychiatrists tried to teach 
the notion that negative feelings and emotions were a normal response to war 
experiences and, to avoid people being sent home, argued that this not only removed 
the protective factor of the group, but also increased stigma and separateness. This 
shift in emphasis to the effect of the environment on the individual signified a 
considerable shift in psychiatric thought (McHugh & Treisman, 2007).
Vietnam War (1955-1975)
McHugh and Treisman (2007) argue that up until the 1970s there was a general 
conception of what a ‘normal’ war reaction was and this was taught in the standard 
American textbook of psychiatry (Kolb’s Modern Clinical Psychiatry, 1977). 
Negative feelings and thoughts in war were construed as normal psychological 
responses and not as dysfunctional.
Krippner and Paulson (2006) indicate that the DSM I (1952) and DSM II (1968) 
gave short discussions about “combat stress reactions”, but the ideas seemed to have 
little presence and this might be seen as one of the aforementioned periods of 
‘forgetting’. Lasiuk and Hegadoren (2006) indicate that the next key moment in the 
development of “traumatology” was after the Vietnam War, possibly as a result of 
the high levels of physical and psychological casualties combined with the adverse 
publicity and politics of an unpopular war.
McHugh and Treisman (2007) argue that the ‘creation’ of PTSD occurred in the 
unique post-Vietnam political context, when research on the new DSM coincided 
with the end of the war. At this time, groups of veterans got together in self-help 
groups, believing that they were experiencing a mental condition related to their war
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time experiences. A number of psychiatrists joined this movement and were able to 
contribute to the simultaneous revision of the DSM. Within three years a new 
‘condition’ had ‘emerged’.
The DSM III (1980)
Lasiuk and Hegadoren (2006) argue that the inclusion of PTSD in the DSM III 
(1980) was not the result of careful study, but a political process. Additionally that 
the construction of PTSD was narrow, being based on the experiences of men in 
combat and holocaust survivors. Furthermore, that since the inclusion of PTSD as a 
construct it has undergone a variety of validation studies and been the subject of 
much critique.
Kilshaw (2008) points out that although the DSM III (1980) included PTSD as a 
diagnosis, the Oxford Textbook of Psychiatry published in both 1983 and 1986 make 
barely a reference to it. McHugh and Treisman (2007) argue that since that time, a 
new industry has developed around the concept of trauma which suits all groups 
including veterans, psychiatrists, psychologists and therapists. McHugh and 
Treisman (2007) argue that this development shifts the emphasis of causation from 
notions of an inherent personal ‘weakness’ to the notion that some events are in 
themselves sufficient to produce a traumatic reaction. Similarly, Krippner and 
Paulson (2006) make the point that PTSD is unusual in the DSM as it is the only 
diagnosis to which causation has been ascribed. The agent responsible for causing 
PTSD is seen as external to the individual and located in a “traumatic stressor”.
Falklands War (1982)
Shephard (2000) observes that the Falklands war brought PTSD into mainstream 
prominence within Britain. However, he argues that the Ministry of Defence 
remained publicly silent on the issue, believing it to be damaging to the military. 
Shephard (2000) also notes that although some military psychiatrists were treating 
and diagnosing PTSD, they were in the minority and PTSD was still not a universally 
accepted notion within the UK Military at this point in time.
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The First Gulf War (1990 -1991)
Fossey (2010) indicated that following the first Gulf War there emerged a series of 
symptoms which became known as “Gulf War Syndrome” (GWS). These symptoms 
included longstanding and debilitating problems such as joint and muscle aches, 
cognitive problems, headaches, sleep problems and digestive problems. There has 
been much controversy about “Gulf War Syndrome” including suggestions that the 
sufferers were ‘malingerers’ and that the problems were exacerbated by media 
interest (Gabriel et al., 2002)
Kilshaw (2008) indicates that there is an ongoing debate about the existence and 
nature of GWS. ‘Sufferers’ argue that GWS is a physiological illness, caused by 
exposure to toxins and resent the implication that they are ‘damaged’ and therefore 
‘weak’. Many GWS sufferers have also received a diagnosis of PTSD; however, they 
see this as a separate problem. The medical and scientific community argue that 
they have found no definitive “syndrome” and that the symptoms are a wide range of 
“normal” symptoms which do not add up to a unique “syndrome”. It might be 
hypothesised, although this is not evidenced, that veterans found the notion of being 
affected by toxins more palatable than a psychological aetiology.
DSMIV-TR (2000)
The current DSM IV-TR shows some changes from the 1980 DSM III introduction 
of the diagnosis. There are two key differences between the DSM III and the DSM 
IV-TR. The initial difference is found in the first criterion of the diagnosis, known as 
Criterion A, which in the DSM III only made reference to the experiencing or 
witnessing of a distressing event such as death, serious harm or the threat of such. 
However in the DSM IV-TR there is an additional requirement, which is that the 
person experiencing or witnessing such an event need demonstrate a strong negative 
reaction to this, including helplessness, fear or horror. The second key difference is 
that the DSM IV-TR introduces an additional gauge for the diagnosis, known as 
Criterion F, which requires that the symptoms experienced cause significant distress 
to the individual in various aspects of their lives, including their work, social or
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relational lives. However, despite these differences, the core notions have not 
changed significantly since the DSM III.
The DSM V is currently being revised and the online consultation document 
indicates that the diagnosis of PTSD is being expanded to include two further 
criteria, specifying more detail regarding mood and emotional regulation as well as 
specifically excluding reactions to physiological issues such as substance abuse or 
brain injury (American Psychiatric Association, 2010). Furthermore Criterion A 
seems likely to expand to include the effect of persistent and repeated exposure to 
aversive events which might be experienced by groups such as paramedics or police 
officers. Other trauma related problems are likely to be expanded great deal and 
there is an exploration of a broad diagnostic category of “trauma and stressor related 
disorders” (American Psychiatric Association, 2010). It seems likely that this 
incarnation of the DSM will see a new chapter in how trauma and combat-related 
trauma are understood and dealt with.
Summary
As can be seen, notions of combat-related trauma have changed over time. In the 
earlier history of combat-related trauma, emphasis was placed on neurological and 
biological causes and in this context it appears that the problems were not associated 
with stigma. Gradually, psychodynamic concepts such as hysteria were seen as 
being related to combat trauma and this marked a shift towards identifying personal 
characteristics as playing a role in the development of symptoms, which in turn 
began to introduce an element of stigma. By WWII it is evident that a purely 
psychological model or a bio-psychological model is used and the idea of personal 
weakness is evident alongside attempts to screen out those seen as weak and 
defective. The Post Vietnam context provided a dramatic shift which placed 
environmental factors at the centre of any difficulties people experienced and saw the 
introduction of PTSD as a diagnostic entity. However, despite the shift towards 
focusing on environmental causes, the concept of combat-related trauma appears to 
have retained notions of stigma. Thus, what is clear is that notions of what trauma 
means to service personnel will inevitably change over time and this presents a
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compelling argument for gaining insight into how it is understood in the current 
context.
There also seems to have been a significant shift in public awareness and acceptance 
of trauma in the military. McHugh and Treisman (2007) argue that traumatology and 
PTSD are social constructions and that there is a “Culture of Trauma” developing in 
society. However, Miller and Rasmussen (2010) argue that it is not helpful to only 
focus on researching or diagnosing PTSD, as exposure to conflict can cause a range 
of other mental health problems such as anxiety, depression, ‘impaired social 
functioning’ and acute and chronic adjustment disorders. This is reiterated by 
Maguen et al. (2010) who argue that one of the biggest problems facing returning 
soldiers is not PTSD, but problems with alcohol abuse, which may be used as a 
mechanism to cope with the distressing events either experienced or witnessed. 
Medscape Medical News (2010) reports that amongst troops, alcohol abuse made up 
13% of those surveyed, common mental health problems made up 19.7%, while 
PTSD made up only 4%. Sammons and Batten (2008) argue that, while about 14% 
of respondents screened positive for PTSD, the study indicated that other mental 
health issues were also present including anxiety, depression and high rates of 
alcohol abuse. They argue that focusing on PTSD as a diagnosis ignores other 
adjustment or social problems that are often more prevalent and problematic for 
soldiers and their families. Since a simple focus on PTSD could only produce an 
incomplete picture, this research will not attempt to focus participants in this way. 
However, because much of the literature does focus on PTSD, or talks about trauma 
using specifically the language of PTSD, the literature covered in this review will 
often make reference to PTSD.
Having considered how notions of trauma have changed over time and highlighted 
the importance of not focusing specifically on PTSD, this paper will now turn to 
examining current ideas and themes in the literature regarding trauma.
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Current Ideas in the Literature
There are a range of issues which are found repeatedly within the combat-related 
trauma literature and this section will concentrate on these.
Vulnerability Factors
The DSM understanding of PTSD presents the idea that certain situations are 
inherently traumatic, and as discussed earlier, the current view of combat-related 
trauma situates causation broadly in the environmental experiences. However, given 
that active soldiers in a unit, all experience similar environmental stimuli, it seems 
puzzling that not all soldiers do go on to develop either PTSD or other traumatic 
reactions. Thus, much of the literature seems to focus on individual vulnerabilities 
and how these contribute to the development of combat-related trauma and 
researchers have attempted to identify measurable characteristics in a number of 
different ways. Investigations have found a range of ‘individual characteristics’ 
which they believe could predict vulnerability to developing symptoms of trauma.
Childhood events: Cabrera et al. (2007) investigated the relationship between the 
experience of childhood trauma such as sexual or violent abuse and the later 
development of PTSD in a combat situation. They found a positive association 
between number of “Adverse Childhood Experiences” and the incidence of 
depression and PTSD. Greening (1997, in Krippner & Paulson, 2006) provided a 
case history, in which he indicates that there were three important factors in the 
patient’s development of PTSD, namely; the character of the individual, the 
individual’s family (which included a number of relatives with depression and 
alcoholism) and the patient’s social background (which included a career in business 
involving “unethical practices” (pg 9)).
Motivation: Kaplan et al. (2002) attempted to investigate the relative significance of 
IQ, education levels and motivation to serve in the conscripted Israeli army. Their 
research indicated that that low motivation to serve was the better predictor of later 
PTSD.
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Demographic variables: Turner et a l (2005) examined the demographic details of 
UK military personnel who were returned home as ‘psychiatric evacuations’ and 
found that military personnel who were not soldiers showed an increased risk of 
developing problems. Further, that the majority of people who were repatriated 
tended to be slightly older males, with families and that a third had had previous 
dealings with psychiatric services.
Individual actions: Litz et al. (2009) hypothesise that the development of PTSD may 
be caused by the actions of the individual themselves: if they have perpetrated acts 
which contravene their own moral code and therefore cause them a great deal of 
psychic distress.
The idea that some individual difference factors may be predictive of a trauma 
response and, therefore, might be screened for is evident in some parts of the 
literature. Wessely (2003) argues that it would be both complex and unhelpful to 
attempt to screen for vulnerability to PTSD citing a number of reasons including; the 
lack of certainty about what might predict the development of PTSD, the difficulty in 
measuring the various factors that might be considered and the negative 
consequences for those who were screened out. However Vetter (2005) keeps this 
discourse alive by indicating that his research with the Swiss Army was showing 
promise in predicting “psychiatric disorders in servicemen” and that there is a strong 
argument to continue this type of research.
Miller and Rasmussen (2010) put forward another view in which stressful daily 
experiences, whether as a result of or separate to the conflict, can result in traumatic 
reactions and symptoms. They argue that symptoms of trauma are the product of a 
combination of either exposure to armed conflict and/or the daily stressors the person 
may experience as a result of the conflict, such as lack of rest, poor access to goods 
and services, and removal from family support.
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Seeking help for combat-related trauma
Given the importance of the well-being and health of serving soldiers and veterans to 
the military and the community, it is unsurprising that the literature on combat- 
related trauma often deals with issues of disclosure and help seeking.
Sammons and Batten (2008) indicate that, as a result of the changing nature of 
warfare, the number of soldiers dying in wars has declined since WWII. The rates of 
psychological injuries are now higher than of those who die in battle. Despite this, 
Langston et al. (2010) indicate that within the military there is a dominant discourse 
around physical and mental fitness and resilience, which has marginalised research 
into attitudes and beliefs around mental health issues. There is a well-established 
discourse in the literature around notions of the military as a masculine environment 
in which experiencing distress is seen as weakness. Kilshaw (2008) argues that the 
UK Military is dominated by discourses of masculinity, represented by notions of 
“strength, fitness, toughness and endurance”. She argues that this is the direct 
opposite of the notion of psychiatry and mental health treatment, which is seen as 
“feminine” with its emphasis on disclosure and discussion. Silsby and Jones (1989) 
refer to “hyper-masculine roles” within the military while Adelman ( 2007) 
examined a thick coffee table edition of photographs from the lead up to and 
invasion of Iraq after the events of 9/11 and highlights that the photographs are 
usually of masculine soldiers or symbols of masculine strengths, such as missiles. 
These notions of masculinity and strength may contribute to the complexities of 
accessing people’s beliefs about mental health and their own experiences thereof as 
well as marginalising research into mental distress.
Sammons (2005) indicates that the rates of all “mental disorders” appears to be 
increasing in the US Army and Navy, highlighting that between February and 
December 2004 rates of psychological distress, including anxiety and depression, 
increased from 15% to 25%, while the rates of PTSD increased from 5% to 10%.
Fossey (2010) indicates that the current figures show that approximately 0.1% of 
those who leave the military each year in the UK are discharged for mental health
140
reasons, varying in number between 155-215 people each year. Studies of rates of 
mental health problems within the military are higher than this, indicating that 
approximately 4% of personnel meet the criteria for probable PTSD and a further 
19.7% show indications of other more common mental health problems, such as 
anxiety, depression or alcoholism. It is possible to hypothesise that the reason for this 
discrepancy is that people choose not to indicate mental health problems as being 
their reason for leaving.
Current Data on Help Seeking Patterns
Sayer et a l (2009) argue that while there are successful treatments for PTSD, many 
soldiers and veterans wait anywhere between a few years to over ten years to seek 
help. Sayer et al note that this is not unique to soldiers but is in keeping with general 
population behaviour regarding mental health problems and is due to a variety of 
beliefs which prevent people from help-seeking: such as the belief that the problem 
will dissipate on its own; that treatment will not help; or that reporting problems will 
result in stigmatisation.
Hoge et a l (2004) indicate that despite the evidence of mental health needs, less than 
50% of soldiers who screened as having mental health problems indicated a desire to 
access help. Only between 23-40% of those with a recognised problem had in fact 
received any treatment. Interestingly, those who screened positive for a possible 
mental health problem, were twice as likely to voice concerns about being 
stigmatised than those who did not show mental health problems. Stigma is proposed 
to underlie these low rates of reporting distress.
Within the literature on help-seeking for combat-related trauma, ‘stigma’ and 
‘barriers to care’ are core areas of theory and research. Whilst presented as separate 
constructs, they may also be interlinked; that is, stigma is arguably an individual 
barrier to care. However Britt et a l (2008) argue that one needs to separate stigma 
from “barriers to care” as they may not be the same thing. Further, there may be 
other barriers to seeking help which also play a role, such as the logistics of seeking 
help or difficulties accessing services, which interact with barriers to care. For
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example, Britt et al. (2008) found that if soldiers had high levels of work stress and 
perceived barriers to care, they were less likely to seek help. In Britt et a l’s. Study, 
stigma did not appear a significant factor in help seeking.
A key concern for many researchers, and indeed this researcher, is the question of 
how to overcome what appears to be an unhelpfully long delay in help seeking after 
the onset of negative symptoms following a traumatic experience in combat.
“Barriers to care” is a discourse which appears throughout the literature on combat- 
related trauma and, alongside notions of stigma, bridges the gap between how people 
conceptualise notions of trauma and how this then influences what they chose to do 
about it.
Barriers to Care
In the literature there are a number of examples of models and theories regarding 
“barriers to care”. Vogt et al. (2006) indicate that barriers to care have been divided 
into two main groups: Individual/ Personal barriers and Structural/Institutional 
barriers. This study will draw on the models proposed by Goldberg and Huxley 
(1980) and Sayer et a l (2009) as Goldberg and Huxley’s 1980 model was seminal in 
understanding barriers to care within the community and Sayer et a l’s model was 
developed within a veteran sample.
Goldberg and Huxley (1980) conceptualised help-seeking as a linear process 
comprised of stages and filters. In this model, filters moderate access to subsequent 
stages (e.g. the decision to seek help acts as a filter between the community and the 
GP.). Thus for Goldberg and Huxley (1980), the first filter is the initial decision to 
consult someone, which is often significantly affected by one’s peer group. If 
persons meaningful to the individual do not support the decision to seek help, this 
filter is less likely to be passed. This seems to be supported by Spoont et al. (2009) 
who indicate that many of the soldiers interviewed in their study articulated that they 
did not know when their experiences became “symptoms” of something and when 
they were “normal” reactions. Spoont et al. (2009) argue that social interactions are 
a key factor in helping to understand the importance and the impact of the sensations
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which soldiers experience. Soldiers in their study also used their own understanding 
of mental health to determine whether or not they were experiencing unusual 
sensations but often their knowledge of mental health problems was very limited.
While there are some differences in emphasis between the Goldberg and Huxley 
(1980) model and that of Sayer et al. (2009), both emphasise issues regarding 
recognition and understanding of the symptoms as being crucial to seeking help. 
Spoont et a l (2009) argue that many veterans with a diagnosis of PTSD do not seek 
help because they do not see their experiences as a mental health problem that needs 
treatment and are unclear about what their symptoms mean. Spoont et a l (2009) 
indicated that soldiers did not know how disabling or distressing the sensations 
needed to be before they were considered "symptoms" and not normal. Jorm (2000) 
argues that how people deal with their mental health problems will be largely 
influenced by their “mental health literacy” and suggests that mental health literacy 
is generally poor which limits people’s ability to recognise their own or others’ 
symptoms. Therefore, if the surrounding peer group has similarly poor levels of 
mental health literacy, it is less likely that symptoms would be validated.
It is also worth noting that within the literature, there is significant mention of the 
notion of malingering, which appears to refer to people who fake symptoms in order 
to achieve some gain, usually financial, but can also refer to other gains such as early 
discharge from the military. Krippner and Paulson (2006) identify “malingering” as a 
factor that “needs” to be taken into account when diagnosing PTSD because of the 
financial and legal implications of the diagnosis. Morel (2008) agrees that it is 
difficult but “crucial” for clinicians to be able to determine who is “genuinely 
suffering” from PTSD and those who are “malingering”. However, within a context 
in which soldiers and veterans do not appear to have high levels of mental health 
literacy (and thus limited ability to distinguish between those who are genuinely ill or 
are malingering), fear of being seen as a malingerer may present an additional barrier 
to care.
Sayer et a l (2009) additionally focus on both practical barriers and the social context 
in which help seeking takes place. They argue that the first steps to accessing help
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are the “system level factors" which are related to practical barriers such as ease of 
access to care, waiting lists, and time off for treatment. Britt et al. (2008) found that 
the logistical barriers to care, combined with work overload, were seen as significant 
reasons for poor help seeking amongst soldiers.
Sayer et a l (2009) also indicate that help seeking is affected by both “social network 
factors” and the “post trauma socio-cultural environment”. Social Network factors 
are the beliefs and values of families, partners, employers and peer groups which 
affect whether or not the person feels that help seeking is acceptable. The post 
trauma socio-cultural environment relates to the normative beliefs about help seeking 
within the wider environment and the experience that veterans have of returning 
home in general, whether these are negative and critical or welcoming and 
encouraging of help-seeking.
Ray (2009) indicates that amongst troops who live together and serve together for 
periods of time, a bond develops which is known as a “band of brothers” in which 
people form a new type of family. Ray (2009) found that when developing mental 
health problems, soldiers indicated that they felt that they would be forced to leave 
the military. This was perceived as akin to a betrayal and a loss of a family and was 
seen as having the potential to re-traumatise people. As such, this would be a 
powerful deterrent in terms of the social network factors suggested by Sayer et a l 
(2009).
Some soldiers argue that the stigma of having a mental health problem would have a 
sizable effect on a soldier’s ability to build a career. Thus the socio-cultural 
environment in which soldiers operate acts as a barrier to seeking treatment (Harvard 
Mental Health Letters, 2008). This paper will now turn to addressing stigma in more 
detail.
Stigma
Stigma is a key discourse in the literature regarding combat-related trauma and help 
seeking. Wessely (2003) argues that stigma remains an important reason for people
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not seeking help. He argues that those who experience symptoms feel ashamed of 
their reactions and are fearful of being seen as “morally weak”. He argues that this 
belief in sufferers as “morally weak” remains present in the military and that soldiers 
are fearful of admitting to symptoms as they believe this may affect their careers.
Grenier et al. (2007) argue that the stigma of having a mental health problem can 
often be more damaging for the soldier than the actual problem itself. The King’s 
College London report (2010) indicates that the majority of service personnel with 
mental health problems do not seek help and that stigma is a key reason for this. 
Sammons (2005) also argues that stigma may not just affect help seeking, but also 
compliance with treatment.
In his seminal work, Goffman (1962) argues that stigma ought to be seen as a 
"language of relationships" and that stigma can only exist in relations with other 
people as it is a social construct that changes over time and place. In conceptualising 
and researching stigma, Link and Phelan (2001) argue that many researchers refer to 
issues of stigma, with no clear definition of what they mean by the term. In this 
section therefore, an attempt is made to organise the literature about stigma by 
situating the empirical research into two key theories proposed regarding stigma, 
namely Link and Phelan’s (2001) and Corrigan and Watson’s (2002) models of 
stigma, both of which take Goffman’s work as their foundation.
Link and Phelan’s (2001) and Corrigan and Watson’s (2002) theoretical models of 
stigma have four key factors in common. Firstly, they both identify a process by 
which people are stigmatised, focusing on the process of negative stereotyping, 
which separates people into groups of “them and us” and emphasises the negative 
attributes of those who are being stereotyped. Secondly, once people have been 
separated and negatively stereotyped, both models indicate that there is a process of 
discrimination which takes place. This discrimination can be made up of a range of 
behaviours such as a loss of status, opportunities, jobs, housing or training. Thirdly, 
both models identify issues of power being a key component in stigma. Link and 
Phelan (2001) discuss the idea that stigma can only exist where there is a power 
dynamic which allows one group to have power over the other. Corrigan and
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Watson (2004) talk about this issue in terms of organisational stigma, in which the 
organisation uses its power to stigmatise specific groups by allowing or encouraging 
practices which discriminate against those with a mental health problem. Finally, 
both models address an idea which Corrigan and Watson (2002) refer to as “self 
stigma” which indicates that people may internally accept the negative stereotyping 
and then behave as if the labels are justified. This in turn may lead people to forego 
opportunities or limit their ambitions accordingly.
Examining the empirical research into this area one can see many of these theorised 
ideas in practice. Firstly, with regard to notions of negative stereotyping and 
separation, Kim et ah's (2010) study showed that soldiers on active duty believed 
that, if they admitted to having a problem like PTSD, depression or anxiety, they 
would be stigmatised. A study by Brittt (2000) found that soldiers believed that 
admitting to a mental health problem was much more stigmatising than a physical 
problem. Hoge et a l ’s (2004) study showed that those questions which indicated 
stigma as a concern were most heavily endorsed, including statements such as 
"members of my unit might have less confidence in me" or "my unit leader might 
treat me differently”. Pescosolido et a l (2008) argue that there has been a perceptual 
shift regarding those with mental illness towards a greater understanding of the 
biological causes of mental health problems and a reported increase of exposure to 
those with mental illness through family or friends. However despite this, 
Pescosolido et a l indicate that people still report a reluctance to work or have 
intimate relationships with those with a mental illness and that there appears to be no 
decrease in the stigma of mental illness.
Secondly, with regard to being discriminated against, Byrne (2000) argues that there 
are very real discriminations against those with a mental illness which influence 
every aspect of the person’s life from social interactions to their finances. Kim et 
al’s. (2004) study indicated that 45% of soldiers who responded believed that if they 
admitted to symptoms of distress post combat, their leaders would treat them 
differently. Hoge et a l ’s (2004) study indicated that, of those soldiers thought to be 
suffering with a mental health problem, 55% were concerned that disclosing their 
difficulties would impact on their careers.
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Finally, with regard to self stigma, Dekel et al. (2004) found that soldiers who had 
experienced an acute stress reaction while in combat were more likely to see others 
as having a hostile intent. Soldiers who were suffering or had suffered with PTSD 
also tended to ascribe a more hostile intent to other people. This may explain why so 
many soldiers assume that they will be the victim of stigmatisation. Brittt et al. 
(2008) argue that “self stigma” is associated with low self esteem, self doubt and 
often results in people being socially isolated and having low confidence. 
Interestingly, Langston et a l (2010) indicate, in their study of the US Navy, that 
while there was very little endorsement of “external stigma” there was strong 
endorsement of “internal stigma”. Respondents indicated that they believed that they 
would be treated differently if they admitted to a mental health problem, their 
promotion opportunities would be affected and that they would be seen as weak and 
given less responsibility at work. Those who were screened as potentially having a 
problem with stress were more likely to show higher rates of “internal stigma”.
However, despite the plethora of theoretical and empirical writing regarding the 
presence of stigma regarding mental health problems, both in society and the military 
specifically, there is some contradictory evidence which suggests that stigma may 
not be as problematic as is suggested. Langston et al. ’s (2010) study within the US 
Navy, showed very little “external stigma”. In fact the sample studied was generally 
very positive about people who might be suffering with mental health problems and 
that those individuals were not seen as “weak” by participants. Gould et al. (2007) 
conducted a study into the effects of a psycho educational programme on beliefs 
about PTSD and, interestingly, found that their baseline measurements showed an 
unexpectedly positive assessment of people with PTSD even before the training 
event.
While it might be tempting to view these studies as an indication that attitudes are 
changing, they might also be explained by Moreno and Bodenhausen’s (2001) study, 
which indicated that people often experience a dilemma between holding egalitarian 
views whilst still experiencing negative feelings about a stigmatised group. They 
found that people tended to find ways of justifying their prejudice by seeking out a
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reason to discriminate against the person that was not directly related to the 
“unacceptable” stereotype. This may indicate why, when questioned directly, people 
are unlikely to express any negative feelings or beliefs associated with the stereotype. 
This also makes it difficult to distinguish whether there are indeed noticeable 
features of “stigma” or whether people experience “internal stigma” and thus act as if 
they are being “stigmatised” by others.
Research Question
The literature presented suggests that the meaning of trauma is contextual and is 
influenced by the socio-cultural and historical context. Varied conceptualisations of 
individual vulnerability to combat-related trauma and how to manage it are evident 
in the literature. In particular, the literature seems to present contradictions between 
acceptance of trauma by the military and actual rates of disclosure by soldiers. The 
literature suggests strong disincentives to help-seeking within the military and 
evidence of under-reporting of symptoms and problems. A number of inferences 
might be draw from this. Chiefly, researching the meaning of trauma and stigma in 
currently serving soldiers is likely to be extremely challenging, especially when 
conducted by civilian psychologists. Second, given the disincentives to help-seeking 
whilst serving, there are likely high rates of unmanaged traumatic reactions in 
discharged soldiers. Following these implications, the current study attempts to 
understand the context and meaning of trauma in combat-related contexts. 
Importantly, it may help civilian psychologists to understand the context of prior 
non-disclosure in veterans who might present in non-military psychological settings 
and how to deal sensitively with the constraints and concerns around disclosure for 
this group.
Consequently the current study aimed to address the following research question. 
How is combat-related trauma currently understood and made sense o f  amongst 
British Army Veterans?
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Methodology
Theoretical position
Willig (2008) outlines two ontological positions, namely “realist” and “relativist”, 
indicating that relativist ontology would argue that there is not an “out there” reality 
which can be uncovered, but rather a series of interpretations which we might be able 
to understand. As the previous section has shown, what has been “known” about 
trauma has changed over time and this lends weight to the view that there is no 
universal truth waiting to be uncovered, but rather that we can only understand and 
learn about how people interpret and perceive their world at any given time.
This research was aiming to provide insight into how veterans from the UK military 
understand and make sense of issues related to trauma and thus, a broadly relativist 
ontological position has been adopted. Lyons and Coyle (2007) indicate that all 
qualitative research can be seen to be, in some way, exploring how people make 
sense of the world, which makes it an ideal methodology for this research project.
Thematic Analysis is a form of qualitative analysis which allows the researcher to 
search for themes and patterns in the data and is therefore ideally suited to this 
research question. Thematic Analysis operates epistemologically on the basis that 
there are different ways in which phenomena might be known and understood and 
can be used to explicate knowledge through a realist, constructionist or contextualist 
frame of reference (Braun and Clarke, 2006). This research has utilised a 
contextualist approach, as this provides the researcher the opportunity to interpret the 
data examining a range of contexts which may have impacted or influenced the way 
in which the participants have approached the subjects.
Braun and Clarke (2006) indicate that a good thematic analysis should provide a 
clear rationale. The researcher approached the data with no theoretical position to 
uphold or any vested interest in particular themes being constructed. Thus, 
according to Braun and Clarke (2006), this research has adopted an inductive 
approach to the data.
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Further, this research has opted for a latent form of thematic analysis in that it 
attempts to provide an interpretation of the themes, rather than simply describing 
them (Braun and Clarke, 2006).
Ethical Approval
This project was submitted to the Faculty of Arts and Human Sciences Ethics 
Committee at the University of Surrey on the 15th July 2010 and was granted a 
favourable opinion on the 29th July 2010 (Appendix 1).
Focus Groups
Goldberg and Huxley’s (1980) model indicated that one of the key determinants in 
help-seeking was the reaction of one’s peer group. Bliese (2006) argues that within 
the military, "intra-group” processes are believed to strongly impact on the well­
being of individual soldiers. It was therefore considered important to conduct the 
research in groups, as this provides a replication of these intragroup discussions. 
Thus the research utilised a focus group format in an effort to replicate a “peer 
group”.
Furthermore, the participants were divided into an “officer” and a “non-officer” 
group, for a number of reasons. Langston et al. (2010) indicate that there may be a 
difference in attitudes towards issues such as stigma in the different groups. 
Additionally, it was also decided that a rank determined focus group would more 
closely replicate that found within the military. There was also some concern that 
given the power differentials within the rank structure and Corrigan and Watsons 
(2002) and Link and Phelan’s (2001) discussions about the use of power in the 
process of stigmatisation, it was decided that removing any possibility for power 
differentials was advantageous.
Sample Inclusion Criteria
All participants were required to be veterans of the UK army.
Lasiuk and Hegadoren (2006) indicate that there should be gender specific health 
research because men and women have different patterns of health and sickness. It 
was therefore decided that an all male sample would be utilised in the first instance,
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with a follow up study utilising an all female sample. This project focused on the all 
male sample.
An upper age range was not set for the research as there is evidence to suggest that 
soldiers can develop symptoms sometimes decades after leaving the military. 
Solomon and Mikulincer (2006) argue that there is strong evidence for what they 
refer to as “delayed onset PTSD”. They indicate that there is sufficient evidence to 
suggest that for some veterans, the symptoms of PTSD can take a number of years to 
emerge. This may go some way to explain some of the delay in help seeking. 
Additionally, Davidson et ah (2006) argue that combat-related experiences in early 
life can contribute to “Late Onset Stress Symptomology” (LOSS) in older age. They 
argue that this is not the same as delayed onset of PTSD, as LOSS is specifically 
associated with normal ageing, which delayed onset PTSD is not.
Although this study was not concerned primarily with peoples’ own experiences of 
trauma, and indeed this was not directly asked, their own personal context would be 
highly relevant to the meaning they give to trauma and its management. To this end, 
personal experience of trauma was not a requirement. However during the course of 
data collection, it emerged that at least two of the sample were describing symptoms 
of a traumatic reaction due to their experiences in the army and a further participant 
was describing symptoms of a negative reaction to a personal trauma, which took 
place while serving in the army.
Recruitment
Initially a combination of snowball sampling and poster advertising was used to 
recruit participants. The researcher used social contacts to implement a snowballing 
recruitment technique, by asking social acquaintances to contact known veterans and 
advertise the study. From this approximately five of the participants were recruited. 
The other three participants responded to adverts placed in local eateries and 
gymnasiums (Appendix 2).
Each participant was furnished with a booklet with information about the study and a 
verbal discussion about the study prior to agreeing to take part (Appendix 3).
151
Once there were at least three participants in each group, each member was contacted 
with a list of possible dates and arrangements were made for the focus groups to be 
conducted. These were conducted in local charitable premises rented for the 
occasion. Ultimately there were four participants in each of the two groups.
Sample
The age range of the sample was between 44 and 71 year old and the range of time 
served was between 14 years and 34 years. The years that the soldiers between them, 
served in the UK army stretched from 1957 to 2007. All participants defined 
themselves as heterosexual. Four participants were officer grade at the time of 
discharge and four participants were non-officer grade. Table 1 outlines the 
demographic details of the sample.
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Table 1: Sample Demographics
Age Name Ethnicity Time
served
Year
left
Rank on 
leaving
Conflict zones
53 Charles White
British
32
years
2006 Lieutenant
Colonel
Northern Ireland;
Falkland’s;
Bosnia;
Kosovo; Iraq
71 Albert White
British
27
years
1994 Second
Lieutenant
Northern Ireland; 
Malaya; Borneo
46 Ben White
British
21
years
2005 Major Northern Ireland; 
Bosnia; Kosovo
67 David White
English
34__
years
1998 Lieutenant
Colonel
Northern Ireland; 
Bosnia; Kosovo; 
1st Gulf War
44 Edward White
British
24
years
2007 Warrant 
Officer 1
Northern Ireland; 
1st Gulf War
47 Harry White
British
14
years
1993 Corporal Northern Ireland
59 Gerald Portuguese/
Asian
British
28
years
1994 Warrant 
Officer 1
Northern Ireland;
Zimbabwe;
Cyprus
58 Fred White
British
14
years
1986 Sergeant Cyprus;
Guatemala
(Participants above the bold line are officer grade)
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Focus Group Procedure
Prior to starting the discussion, each participant was provided with a consent form 
and informed of their right to withdraw from the study (Appendix 4). Each 
participant was also asked to complete a demographic questionnaire (Appendix 5).
Each focus group was recorded using a Dictaphone and the discussions were 
transcribed verbatim later.
A set of questions was designed to aid the focus groups, covering three main areas 
namely; exploring what trauma is, perceptions of the traumatised and help seeking 
(Appendix 6). However, the researcher explained to each group that questions would 
be used flexibly and the main aim was to allow the conversation to develop naturally. 
It was explained that, while the researcher may at times interject and ask a question, 
participants were encouraged to engage in a wide ranging discussion about their 
understanding of trauma and the related issues. This was partly in an effort to limit 
the impact of the researcher on the conversation, although it is accepted that this is 
never entirely possible (Braun and Clarke, 2006) and partly an attempt to create a 
more natural discussion.
In order to provide the group with some time to feel more comfortable with each 
other, all the discussions started with the participants introducing themselves and 
their military history. The researcher started the direction of the discussion by asking 
the participants about their understanding of the word trauma. After this, the 
conversations appeared to evolve naturally and the researcher was not required to 
utilise the set questions in a very structured way.
After the discussion, each participant was furnished with a debrief sheet signposting 
where help might be sought if needed (Appendix 7). Following one of the 
discussions, the researcher asked two of the participants to remain after the session 
and discussed help seeking and signposting in more detail.
Analytic Process
The data was analysed using the processes identified by Braun and Clarke (2006). 
Once the data had been collected and transcribed, it was re-read a number of times.
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After this the data was subjected to a process of initial coding, in which each data 
item was coded (Appendix 8).
It was attempted to ensure that the initial codes which were grouped together 
represented the majority of the participants. There were, for example, a few initial 
codes dealing with gender, however as these were few in number and represented 
only 3 participants, it was felt that this was not sufficient to be interpreted as a theme.
These codes were then placed into groups, utilising a mind mapping system, which 
allowed similar codes to be grouped together and linked. This allowed for the initial 
sub themes to be created and the first main themes to be established (Appendix 9).
These initial themes and subthemes were then discussed within supervision after 
which the researcher reviewed the initial themes. The researcher questioned the 
initial themes to see if they did accurately represent the meaning of the data. This 
process highlighted that in one particular area a significant element of the data was 
not being fully represented. This meant that the themes were not entirely 
differentiated. Re-examination of the coding regarding this element produced better 
theme differentiation, ensuring that they were clearly distinct from each other, 
although interrelated.
Finally the themes were clearly defined and named. The process of naming the 
themes took substantially longer than expected as this was a complex process and the 
naming of the themes helped to finally clarify and define them.
Statement o f Position
Given that a contextualist position is being adopted, it seems important that a context 
is provided for myself and how I came to be interested in this subject. A number of 
factors influenced my interest in this topic. Firstly, I live in a village which has a 
high number of British army veterans and I am therefore often surrounded by 
veterans who speak with much fondness of their military careers. During my first 
year of training, I worked with a veteran who was experiencing acute and chronic 
symptoms of PTSD. This encouraged me to undertake further reading on the subject 
of combat-related trauma which, in turn, led to my attending a lecture given by Dr 
Wessely in 2009 at the UK Psychological Trauma Society conference. During that
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conference, Dr Wessely indicated that there was a belief amongst those working with 
combat veterans that people who suffered any psychological ill effects from conflict 
were, in some unnamed way, forced to leave the military. These incidents coincided 
with the release of the current consultation document on the DSM-V, which shows 
the categories of trauma to be expanding and changing a great deal. All this led me to 
start to question ideas around trauma and to wonder how those most affected by 
combat-related trauma might understand these ideas.
Willig (2008) points out that it is not possible for the researcher to be separated from 
the research as they are fundamental in shaping the research process. Whilst every 
effort was made during the discussions to allow the conversation to develop 
naturally, in many ways, this would have been impossibility. Firstly, the nature of 
the study brought together a group of people who did not necessarily know one 
another. Secondly, the first question asked would have steered the discussion in a 
particular direction and, throughout the discussion, there were times when the 
researcher interjected either to ask follow up questions or to redirect questions. This 
meant that, while there was not a clear “question and answer” format, the researcher 
was an integral part of the discussion and thus helped to create the resultant data.
During the analysis, the researcher did not approach the data looking for a particular 
outcome but clearly the process of interpretation involves the researcher’s own 
thoughts and understandings of the topic and, as such, interpretations are not value 
free. In an effort ensure that interpretations were ‘read out’ of the data, rather than 
‘read into’ the data, initial and subsequent coding and interpretation was audited by 
the research supervisor and two other researchers independent to the study. Further, 
the results of the study were discussed with one of the research participants, who 
endorsed the findings.
One of the aims of doing this research was to provide further information that might 
be useful in reducing the time taken in help seeking and to support veterans with 
unmet needs. Thus, whilst one might read this research as being critical of the 
military, this is not the intention. Rather the outcomes have highlighted some 
dilemmas for the military and for veterans which will hopefully prove helpful in 
dealing with these issues.
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Finally, one needs to consider the issue of gender as this may have also played a role 
in the nature of the data collected. As a relatively young female researcher running a 
discussion with all male groups, this may have influenced what the participants felt 
able to talk about or the very nature of how the discussion was held.
Evaluation
Lyons and Coyle (2007) indicate that historically, qualitative research has been 
evaluated using inappropriate mechanisms but that while there are now a number of 
appropriate approaches to evaluation, there is no overall consensus about how this 
should be done. Braun and Clarke (2006) provide five key areas that they argue need 
to be examined when evaluating the quality of thematic analysis.
Firstly whether the transcriptions are accurate and detailed enough. Secondly, 
regarding coding, it is important to check that each data item has been given equal 
attention; that themes have not been generated from a few examples but have been 
developed in a thorough way. Further that all relevant extracts are collated and 
themes have been checked against each other and the original data and that the 
themes are coherent and consistent as well as being distinct.
Next, one needs to examine the analysis and check that the analysis is not simply a 
paraphrasing of the data and that the analysis and data match each other. The 
analysis needs to provide a clear and convincing narrative and there must be a good 
balance between the analysis and the extracts provided. Sufficient time must be 
allowed for this process to be followed thoroughly and not be done superficially.
Finally, one must evaluate the written report and check that the researcher has been 
clear about their assumptions and approaches. There is a clear relationship between 
what the researcher said they were going to do and what they did do. The language 
and concepts need to be consistent with the epistemological position of the paper and 
the researcher must be transparent about their role in the research process.
An alternative form of evaluation might be the process set out by Yardley (2000), 
however while many of the issues are covered in both, Yardley’s fourth criterion is 
not included in the Braun and Clarke (2006) model and this research will also be
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utilising this, namely the “impact and importance” which examines theoretical 
practical impact that the study might have.
Findings
Overarching Theme: Resisting the Idea o f  Trauma
The data analysis produced one overarching theme, with three sub themes. The 
overarching theme tells a narrative about the army as an organisation that is aware of 
the need to deal with trauma appropriately and which has worked hard to put in place 
messages setting out what is appropriate treatment and that help seeking is 
acceptable. However, there is a resistance to these ideas for a number of reasons 
and, thus, the overall story is one of how and why veterans are resistant to ideas of 
trauma.
The first main theme deals with dissonant representations of trauma in which the 
veterans indicate an awareness of the pro-trauma messages that the army is 
attempting to inculcate, but also highlight that these messages are not carried through 
into action. This results in a distrust of these notions and a belief that trauma will be 
inappropriately treated and have negative consequences. Despite the pro-trauma 
messages, the veterans appear to find it hard to hold on to the concept of trauma in 
general discussion and are unfamiliar with the language and terminology to talk 
about these issues.
The second theme examines the idea that trauma is the enemy to the military. There 
is a strong focus on cohesion and interdependence and a clear message that when 
someone does not fit into the group, it becomes important to either mould the person 
so that they do fit in or find a way to make them leave. To this end, trauma is seen as 
another factor which might make someone undependable and untrustworthy and thus 
detrimental to the group coherence and ultimately intolerable in a unit.
Finally the last theme examines issues around disclosure and it seems that, despite 
assimilating the idea that disclosure is more acceptable than ever before in the 
military, the veterans would not make use of this option for a variety of reasons. 
Partly they would not disclose because of the earlier issues regarding being pushed 
out or the effect on their career prospects, but it also seems that there are a variety of 
factors which are considered to be legitimate reasons for disclosure and most of these 
relate to comparisons within the group. From these perspectives, it becomes very 
difficult to disclose as the comparisons tend to be based on complex ideas which
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negate disclosure. It also seemed that the culture within the military actively 
discourages disclosure and many felt that it was simply not acceptable to do so 
Ultimately two options were presented for how to transform distress into an 
acceptable story to tell using either humour or alcohol. The main themes and 
subthemes are presented in table 2.
Table 2: ‘Resisting the idea of Trauma’: Themes and Subthemes
Main Theme 1
Dissonant representations of trauma
Sub Themes:
a) Organisational messages versus 
lived experiences
b) Loose working understanding o f  
trauma versus unfamiliarity and 
difficulty holding the concept o f  
trauma
Main Theme 2
Trauma interferes with operational 
imperatives
Sub Themes:
a) Cohesion above all else
b) Lack o f trust in the traumatised
Main Theme 3
Ambivalence regarding self-disclosure
Sub Themes:
a) Legitimising help seeking
b) Imperative to talk versus culture 
o f silence
c) Transforming trauma
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Main Theme 1: Dissonant representations of trauma
While many of the veterans were able to provide a working definition of trauma and 
were able to indicate an academic understanding of how trauma ought to be dealt 
with, this contrasted with their experiences of how trauma was in fact dealt with in 
the military and there seemed to be an unfamiliarity with the language and an 
inability to hold on to the concept of trauma in general conversation.
Sub Theme la :  Organisational message versus lived experience
Throughout the discussions, the veterans repeatedly talked about the social changes 
that were impacting on the military. They indicated that these social changes had put 
the idea of trauma into greater focus within the military and that the military was 
adapting to these changes.
"... it is a change o f social attitude which has brought this much more into the open. 
The army has got better at handling it, they have realised that they have got to 
handle it. I  think the First World War has made them think ‘hang on we cannot go 
on saying there is no such thing as PTSD ’ and it took about four years after the Gulf 
war before finally - there is some problem there ”. (Charles- Officer)
The veterans seemed to be aware of the message that the military was now 
promoting, namely; that trauma is an issue that many people will struggle with, that 
there should be no shame in disclosing any concerns and that if they do disclose their 
problems, they would be provided with treatment and there would be no negative 
effects.
“1 do think that we have got so much better at recognising it and that people are so 
much more happy to say that they have a problem and get treatment fo r it...Twenty 
years ago people would not dare have said that it would have affected your career, 
or it was the end o f your career now it is perfectly normal and it is almost an 
expectation that 25 -  30% o f the regiment from battle will show some signs o f  PTSD 
in the next three or four months ”. (Daniel- Officer)
Furthermore, there was evidence that the veterans, and in particular the officer group, 
had experienced a number of training events which had dealt with the question of
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trauma and that they were aware of the stated view of the military regarding how to 
deal with trauma in an appropriate way.
“I  did a special commanders course... and I  think at that stage people started being a 
bit more open about PTSD, and what we were being told by the officers was that i f  
you were involved, or your soldiers were involved in battle, the idea was, the two 
sort o f key things you should do- the first was to keep them as close to the front line 
as possible and to try and keep them together with other people who would have 
suffered in a similar incident. Because one o f the things being theorised, perhaps at 
the time, that by keeping them together in a closed unit they could talk about it and it 
would limit the amount o f the impact o f  the trauma, because they would have similar 
experiences and i f  you got them back to into front line it was almost like getting back 
on a horse .. ”. (Ben- Officer)
However, despite these clear messages that the veterans appeared to have assimilated 
about the changes in attitude regarding trauma and the expectations of how trauma 
should be dealt with, there were strong indications that these messages contrasted 
with their actual experience of how trauma was managed and how those who were 
traumatised were dealt with.
"... he was clearly traumatised by it -they recognised it - despite o f  what they told us, 
they sent him back to an army field hospital- in his own bed- in his own ward- then 
back on a plane to England as soon as he could. He was completely detached from  
anybody involved in the incident and any follow up and he suffered almost 
immediately the symptoms o f post traumatic stress (Ben- Officer)
Furthermore, there appeared to be scepticism about the medical teams and their 
ability to offer appropriate treatment, which further undermined the organisational 
messages about trauma and indicates the level of dissonance regarding these issues.
“I  mean it was always, always sort o f knowing that medical doctors in the military 
were the second rate failures from the NHS, you know i f  they failed their medical 
exams in civvy street then they joined the military”. (Edward- Non Officer)
Others indicated they did not believe that they would be given appropriate support if 
they did ask for help and there were a range of examples given of how ineffectual or
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inappropriate support was offered and that the army was not an organisation 
designed to offer support as this was not its core role.
they ’re obviously pretty rubbish at welfare though. They ’re rubbish at housing,
I  mean why do they have military people looking after housing... rubbish at welfare, 
they always have been, and they ’re rubbish at some medical side. That’s not their 
forte, they are a war fighting machine and yet they keep putting people who are 
actually, you know soldiers first, into jobs that they ’re not very good at them! ” 
(Edward- Non Officer)
Despite the earlier stated messages that those who experience symptoms of trauma 
would not be negatively impacted upon, the majority of the veterans did not appear 
to believe this message and gave a number of examples of soldiers whose careers 
were negatively impacted. Charles indicates below that unless there is a direct policy 
from the most senior officers in the military which ensures that your mental health 
record will not impact on your career, it is likely that your career would be affected 
and promotional opportunities will be limited. He also indicates that he does not 
believe that such a policy exists.
“Can you put your hand on your heart and say- that comes from CDS CNS [Chief of 
Defence Staff / Chief of the Naval Staff]- that i f  you have suffered with the general 
medical signs - in that i f  you have an identified mental health issue- as a captain - 
when it comes up to the Cos' [Commanding Officers’] board, you are going to be 
allocated command o f your regiment...? ” (Charles- Officer)
A final disaffirmation of the organisational message was the question of malingering. 
There was some indication that the veterans were aware of issues of malingering and 
were unsure of how to judge whether someone was genuinely traumatised or 
pretending to be so. This lack of certainty appears to further undermine the idea that 
people who are traumatised would be dealt with in a compassionate way.
“Actually for some o f the people who are affected by repeated tours in Afghan or 
whatever, potentially you have got some ...who are identified and get help and those 
who are spinning it out because there is a potential cash cow at the end o f  it. And 
how you weed those ones out is difficult and the more that it becomes flavour o f  the 
month then the more potentially, you know I  mean the guy that says well actually I
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am fed  up I  have done three tours already and it is actually a quick way out might to 
put your hand up and sneak out that way especially i f  there might be money at the 
end o f it. I  don’t know.. ”. (Albert — Officer)
Sub Theme lb : Loose working understanding o f  trauma versus holding on to the 
concept o f  trauma
When being specifically asked about their understanding of trauma, the veterans 
appeared to be able to provide a definition of what trauma means to them.
“To me i t ’s about taking something away that, whether i t ’s at the time or later...! do 
think trauma’s that bit that is disturbing you in a wider way, and then, you know- 
1’ve been unable to cope with it or tried to find  a way to cope with i t”. (Harry- Non
However, many of the participants were very loose in their understanding of trauma 
and in reading the text, the word trauma is used in a variety of ways. In some cases 
the word is used to describe a negative reaction to an event; in some cases the word 
is used to describe an event itself; in some cases the veterans merged ideas of trauma 
with general sickness. The example below of Edward’s definition of trauma 
indicates a very broad and imprecise notion of what trauma (which could refer to 
almost any aversive event, regardless of the severity) is.
“For me i t’s just an unwelcome event that you really, you don’t feel you ’ve got any 
control over”. (Edward-Non Officer)
Clearly the veterans were wrestling with many of the same questions that academics 
have been trying to understand about trauma and which were discussed in the 
literature review, such as why some people appear to be affected while others remain 
unaffected. There appeared to be a generally agreed view that everyone reacts to a 
situation in a different way and that different situations will affect people in different 
ways.
"... and it is people who have had a traumatic experience or bad experience and it 
affects them and it can be almost immediate, in some cases it can be ten or twenty 
years later. It seems to affect different people in different ways and you cannot
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predict who it is going to affect... It is very random in the way it selects people 
(Ben- Officer)
“I  seriously believe that it affects every single person slightly differently. You know 
that you can put two people through an incident and a) they both come away with 
slightly different recollections o f it and b) they get affected differently. So you 
actually can 7 tell who it is going to affect and who it isn 7 and when it is going to 
affect them ”. (Daniel- Officer)
Furthermore, despite having a loose working definition of trauma and a general 
agreement that different people are affected differently, there was very little 
agreement about the causes of a traumatic reaction. Some people indicated that 
trauma was a result of a single incident. Others attributed it to an extended period of 
time under pressure. Some argued that people either developed a traumatic response 
or not, depending on the type of person they are while some argued that everyone 
was vulnerable to experiencing traumatic reaction. Fred, speaking below, talks about 
his own thoughts, indicating a belief that traumatic reaction is dependent on the type 
of person involved and usually affects those not suitable for military action.
“I've looked into this myself this post traumatic stress disorder and all that, and 
there’s a lot o f  people who I  thought in my own mind shouldn 7 have been in the 
military anyway, it was just an option, and then when there was a conflict they’re the 
one who suffered most you know ”. (Fred- Non Officer)
Furthermore an overall reading of the data can be interpreted to indicate that the 
veterans were unfamiliar with the language regarding trauma and found it difficult to 
hold onto the working definitions that they had provided.
One of the first indications of this was the fact that they questioned even using the 
word trauma and were unable to use specific trauma related terms like PTSD 
comfortably.
“It is a word that we didn 7 use in the early days because we used the word battle 
shock or things like that I  think that the word came through, dare Isay civilian route, 
oh 1 suppose the medical side it all became called a trauma and then we had the post 
traumatic and all that stuff and stress syndrome ”. (Albert -  Officer)
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Additionally, throughout the data, veterans used the words stress or trauma 
interchangeably, as if they were the same problem. Possibly because it was more 
acceptable to see the problem as being stress, rather than trauma related.
“There is a certain expectation and your ability to handle stress, trauma, whatever”. 
(Charles- Officer)
“I  was, I  thought I  was coping really well but I  wasn’t you know, and that was just, it 
wasn’t trauma, well it was trauma but it was stress, you know it was the stress o f it 
all”. (Edward-Non Officer)
One of the reasons that the veterans might be unfamiliar and uncomfortable with the 
concept of trauma may be related to a lack of exposure to the topic. Many of the 
veterans also indicated that they had never spoken about these issues before and that 
this was the first time they had experienced a conversation of this nature.
“It is possibly the first time that some o f us have spoken about these things except to 
our immediate family in our lives I  don’t speak about this sort o f thing at home and I  
would not speak about it to fellow officers” (Albert- Officer)
“I  would never have a conversation like this ever, no, not ever”. (Fred- Non Officer) 
Main Theme 2: Trauma is the Enemy
A core feature of the veterans’ talk was group cohesion. For the army to function 
well and achieve its operational imperative, the veterans emphasised the need for a 
high level of group cohesion. All reported that during training there had been a great 
deal of emphasis placed on the expectation of loyalty throughout the armed services. 
This was an aspect of the military that the veterans had valued and enjoyed. This 
cohesion was sustained by ensuring that everyone blended as a unit rather than 
rewarding individuality in any way. Thus those who negatively impacted on the 
group cohesion in any way, needed to be either moulded into performing properly or 
eradicated from the system.
Alongside the question of group cohesion, was the ultimate question of whether one 
could trust those who had been traumatised. It was evident in the discussion that
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there is a distinct mistrust of the traumatised and this, in turn, affects the 
interdependency of the group and is thus intolerable.
Sub Theme 2a: Cohesion above all else
The idea of group cohesion and interdependence was repeated throughout the 
discussions and was clearly a vital aspect of army life for the veterans. They 
indicated that cohesion was a key part in achieving their operational goals, which 
was ultimately the most important task of the army and arguably, without which, 
their lives might be in danger. Cohesion was based on interdependence in which each 
person necessarily depends on others for their own success.
“It's really to do with that cohesion thing you know we all move forward at this 
pace, this way, and that's it, that's how we achieve our goal''. (Fred- Non Officer)
“Just back to that bit about you make sure you 're in the squad, you 're in the bulk o f  
it, you don't want to be right out the front because then, particularly, but you don't 
want to be left behind either, there's a sort o f  safety in being in the bulk''.(Edward- 
Non Officer)
“As long as they knew that you would do the best for them, they would always do 
their best fo r you”. (Edward—Non Officer)
The veterans put forward positive messages about being loyal and united, which 
appear, at first reading, to contrast starkly to the stories they told about bullying, 
intimidation and the removal of those who did not fit in. However, since cohesion 
was perceived as being essential to achieving operational goals, anything that 
interfered with the unit’s cohesion was likely to be a problem and needed to be 
eradicated. Thus, while there was an idealised picture painted of the army as a close 
unit which would be supportive of anyone with distress, there appeared a double 
edge to this ideal of unity, since anyone who disturbed the equilibrium was not 
afforded the loyalty and support indicated.
“The Army treats you like, you always think you \ e  got this family, but as you say 
when something goes wrong you 're no longer part o f  the family are youT'' (Gerald- 
Non Officer)
167
However, interestingly, the idea of maintaining the equilibrium does not just relate to 
the traumatised or the distressed, but to any form of “outlier” within the group which 
may affect the group cohesion.
"... and one man can be a weak link can’t he? The whole section’s got to perform, 
not just the one man... we used to have super f i t  blokes in the commando brigade, 
super fit, and they didn ’tfi t  the bill, because...You 're so f i t  and you 're ahead o f  
everybody... so even super f i t  blokes ideally can be a weakness you know (Fred- 
Non Officer)
Similarly, in discussing the methods to bring people into line, the veteran below 
expresses the idea of a cultural norm in which one was expected to use intimidation 
to ensure that people either behaved appropriately or left the unit.
"... the guy wasn't doing what he needed to do, he was intimidated and I ’m 
embarrassed about that now, the intimidation that he went through because you 
know you try and intimidate, bully, bring on, you’ve got to be able to do it like this, 
and when you don't, you're picked on...but at the time within the section it was the 
thing to do, and expected to bring him on. So in the end he ended up leaving, and he 
probably left because o f the intimidation and the bullying, and at the time we had no 
issues that he left, didn’t meet the grade, he went”. (Harry- Non Officer)
It is interesting that the officer quoted below seems to articulate an alternative 
position in which he did not have to deal with those experiencing trauma because 
they somehow disappeared, perhaps highlighting the difference in level at which 
such problems were managed.
“I  have never had to deal with people who have a history o f  post traumatic stress 
conditions because in my day i f  it ever happened they just disappeared”. (Albert -
Qÿfcer)
Sub Theme 2b: Lack o f  Trust in the Traumatised
Intricately linked to the idea of group cohesion is the notion of trust and this theme 
seems to articulate a distinct lack of trust in the traumatised, which in turn affects the 
ability to function well as a group.
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It is possible to detect and interpret sympathy towards people who are traumatised in 
the discussions of the veterans. Ben seems to indicate that, in his experience, this 
sympathy is fairly broad based.
“Now everybody around him in terms o f the regiment he was with was very 
sympathetic and all the medical services were sympathetic... ” (Ben -  Officer)
Furthermore there was a recognition that since no-one really knew who would be 
affected, all soldiers were vulnerable as part of their job.
“I  met this actually on operations and I  am as sympathetic as everyone else to 
someone that this has happened to- because you know it is one o f the things that 
happens to you possibly because you are in the services (Albert- Officer)
However, despite the awareness of an inevitability of being vulnerable, due to the 
nature of the job and hence a strong desire to be seen as sympathetic to the problem, 
veterans perceived that those who were traumatised could no longer trusted to do the 
job properly and would be a risk to both operational success and the lives of the 
people they were working with, thus threatening group interdependence and 
cohesion.
"... actually at the time I  know that my feeling, and the feeling o f those with me was 
get them out o f here as quickly as possible because basically we cannot trust them to 
do their job anymore and you know i f  the man behind you is not possibly doing their 
job i f  you might be hurt or killed as a result what you wanted them to do was get 
them away from you ”. (Albert- Officer)
"... we are all very sympathetic but i f  you have an operational imperative we think 
that you may be a risk so therefore- thanks very much ”. (Ben -  Officer)
This belief that the traumatised were untrustworthy and thus likely to put the 
operation and the soldiers at risk seems to mean, inevitably, that the “traumatised” 
are then placed in the category of those who in some fundamental way affect group 
cohesion. Charles presents a striking image of this effect on the group, and a sense 
that trauma has the ability to affect not just the individual but those around them and 
hence lead to breakdown.
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“I  think that there is also a view that not only is he not doing his job but there is an 
insidious effect on some o f the others so you get this sort o f internal break down into 
your own capability and that is very true.. ”. (Charles- Officer)
Once someone is seen as impacting on group cohesion then the only options, as 
shown earlier, are either to get them to fit in or to leave, thus returning to the earlier 
sub theme of group cohesion as being the most important factor for soldiers in 
getting their job done.
“So i f  he starts showing weakness, my concern would have been then, 1 would have 
been very young then o f course, would have been you know you ’re whining, get out 
o f it, because actually I ’m getting impacted on because you ’re not doing your job 
properly”. (Harry-Non Officer)
Main Theme 3: Ambivalence of Self Disclosure
This final theme focuses on how veterans understood and made sense of disclosure 
regarding issues around trauma and distress. Broadly it seemed that as there was a 
discrepancy between what the veterans thought was acceptable for others to do and 
what they believed was acceptable for them to do. It seemed that there was a 
consensus that asking for help or disclosing problems was seen as healthy and 
acceptable for others, but that they themselves would be unlikely to do so. 
Furthermore, they saw the benefits of being able to talk about experiences that were 
difficult or caused distress, and they believed that the army encouraged that view 
publicly. However they themselves would be unlikely to discuss their own 
experiences and believed that they were in fact expected to manage their experiences 
privately.
"... sometimes about giving that advice rather than taking it yourself. The amount o f  
times I ’ve said to people, go and see people, and would never dream o f it myself... ” 
(Gerald- Non Officer)
SubTheme 3a: Legitimising help seeking
On the surface, the veterans again appeared to be aware of changes within the 
military which made disclosure more acceptable and were able to make reference to 
examples where disclosure had resulted in a positive outcome.
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“It was emerging in some o f the units, what was interesting though, was that most 
people empathised - there was no judgment blame and in fact as soon as somebody 
put his hand up or his actions, or rather strange actions, made it evident that he was 
going through some problem people were really really helpful about i t”. (Ben -
However, there appeared to be a number of processes at work defining whether a 
disclosure was legitimate or not. It seemed that the veterans were able to understand 
and accept disclosure if certain conditions were met and most of these conditions 
related to comparisons to others.
Firstly, they indicated that often people did know that they needed help. This was 
partly because they would compare themselves to others and since everyone 
appeared to be affected by combat to some degree; it then becomes difficult to 
establish whether there is a qualitative difference between what people are 
experiencing.
"... everyone is affected but to a different degree. So I  do not know where the 
boundary is when it becomes trauma.. ”. (Charles- Officer)
"... we have all come backfrom Northern Ireland and it takes a while to come down 
from eighteen hour days and to de-stress and being alert all the time or being forced  
to be alert and then you have to wind down. ” (Ben- Officer)
“But a lot o f this is, either because at the time you don’t recognise a trauma, so you 
don 7 ask for help... ” (Gerald- Non Officer)
Some veterans appeared to be engaging in a process of downward comparison. They 
indicated that they did not believe that they were entitled to ask for help as they had 
strong views that there were always others who were worse off or needed more help 
and thus they were not deserving of support.
"... you might think that you have got it bad in the way that you have seen something 
or been involved in something but actually there is always some who has had it a hell 
o f a lot worse...y  ou get guys who come back from Afghanistan with the most 
horrendous losses which you, when we all signed up you would not have 
survived... And so i f  you do have somewhere between left and right o f arc [in other
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words, if you are not feeling in the ‘normal’ range]-ym/ actually just get on with the 
day’s job because there is always someone who has got it worse than you -so why 
feel sorry about that -its actually resting in self pity really. ” (Albert -  Officer)
Furthermore, there was an impression that people would consider disclosure to be 
boring and that no-one would be interested in hearing about distress. Partly, this was 
seen as an aspect of the job description and therefore to talk about such things would 
be considered unacceptable. Thus the implication was that if one was to disclose 
things that were outside of the “ordinary” that this might be more acceptable.
“I  think there is maybe a perception from within the forces that i f  you start regaling 
stories o f what we call spinning discs about it to civvies you know i f  becomes bloody 
boring. So nobody does it and i f  you are talking to other people in the forces you 
tend not because we have all been through similar things and it is ‘part o f  the job  
innit ’. ” (Ben- Officer)
Finally, what was interesting was that what was considered acceptable to disclose 
was not determined by symptoms or levels of distress, but by experience and 
geography. Thus if one had been exposed to certain wars or conflicts, then it was 
more acceptable to disclose problems than others.
“I ’m in that process o f feeling that my needs are not as much as the needs as other, 
how can I  go and talk to someone about my trauma when I  haven’t done 
Afghanistan, I  haven’t been on the front line being shot at? So you know I  don’t 
deserve, people like Afghanistan deserve the support and Iraq and you know I ’ve 
never seen Northern Ireland as that. ” (Gerald- Non Officer)
Sub Theme 3b: Imperative to talk versus the culture o f  silence
As with all the other sub themes, there was a heightened awareness of the social and 
organisational pre-eminence placed on talking as a way of dealing with distress. 
Many gave examples of how talking was helpful for other people to speak about their 
feelings and experiences and there was some discussion regarding how training 
events encouraged people to think about talking to others as a way of dealing with 
any distress.
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It is as though people look out for it and all the thoughts o f training lectures and 
such are geared to it. Don 7 hide round the corner i f  you have a problem come and 
talk about it”. (Daniel- Officer)
Despite the expressed beliefs regarding the benefits of talking as a way of dealing 
with distress, it was clear that the veterans in general would not take that advice 
themselves. .
“...my friend, I  mean she’s not anything to do with the military, but she goes to 
counselling all the time, always has, you know for years and years and years, and 
actually doesn 7, she doesn 7 feel there’s anything wrong with it at all and you know 
when I  had, you know, was struggling a little bit, she said why don’t you go for  
counselling. Ijust dismissed it out o f hand! I  literally just didn 7 give it a second 
thought! ” (general laughing) (Edward- Non Officer)
Veterans gave a variety of reasons why they would not talk to others, including the 
impact on their career, the impact on group cohesion, a lack of trust in treatment and 
a belief that the appropriate support would not be forthcoming. However, another 
key issue in whether people chose to disclose was identified by the veterans as the 
prevailing military culture which actively discouraged disclosure.
Some indicated that the atmosphere amongst soldiers generally was not conducive to 
talking. Some of this seems to relate to the traditions in a regiment, but it appears 
that to talk about distress within this culture means running the risk of losing a range 
of things that are important to the individual, including reputation, status and career 
and the preferred option therefore is not to talk.
“ I  think it is definitely a matter o f culture... I f  it was the Sergeants ’ Mess you would 
have to drag them kicking and screaming because the Sergeants ’ Mess had that kind 
o f ethos where - we are the tradition o f the regiment- we are the hardest- the best- 
and it is so hard to get in there -this is my step on a career and i f  anything dodgy - or 
a blemish on me, I  will lose my career and badge status and family - so the pressure 
on them is very great”. (Charles- Officer)
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Sub Theme 3c: Transforming trauma
Within the context of the military culture there appeared to be two acceptable ways 
of dealing with any distress. The first is to reframe any negative experiences as an 
adventure and an exciting story to tell your friends. There was an imperative to 
transform any discomfort or distress into something humorous and exciting.
a friend o f mine stepped on a landmine in Bosnia and sadly died, but that was a 
bit later on in my career then. I  wouldn ’t doubt going back when I  was younger, 
someone, somewhere would have made a joke you know about that”. (Gerald- Non
“I  think the things that would have caused my issues would have been just high jinks 
in the bar about guess what happened today da da da, (general agreement) and 
laughed about it and, rather than, maybe i t’s because at the time, you know no doubt 
I  was scared at the time, but that fear would have turned to bravery i f  you want to 
call it that, that you know look what happened today, Iwas quite lucky and you that, 
that and that. But it would never have been about that I  actually feel very 
uncomfortable about what happened today, you would never, I  would never say that I  
fe lt uncomfortable, i t’s always been about, cor lucky Iw as there, blah, blah, blah”. 
(Harry- Non Officer)
Alongside the need to make situations humorous or adventurous, many veterans 
talked about the culture of alcohol as a way of dealing with distress rather than 
talking. Charles discusses his friend who was misdiagnosed as an alcoholic and 
points out that at the time, they were all drinking the same amount and could all have 
been considered alcoholics.
“Ijust think about my best friend who has just received a payout from the army for  
PTSD, ...he realised that he had a problem and went to base ops and he said ‘you 
have got a problem you are an alcoholic ’... and he had another specialist that says- 
T do not drink any more than the rest o f  us ’ -so effectively we are all alcoholics at 
that time... ” (Charles- Officer).
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There was awareness and an acceptance that people used alcohol as a way of 
decompressing after an incident and that this was both sanctioned and legitimised by 
the military.
“Actually that’s the thing, the bar was always used in the evening time. We had a 
lad killed in (place) ... and straight away they said, right we ’11 open up the bar, and 
the guys all went o ff you know to the bar and had a drink and everything else...Yeah 
and I  did think even then it was strange that that was the, you know OK open the bar 
early, let the guys go in and have a drink” (Edward- Non Officer)
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Discussion
This study set out to understand how a group of British army veterans make sense of 
trauma. Overall the findings suggest that, despite cultural shifts within society in 
general towards a more accepting view of combat-related trauma, there remains 
amongst veterans a general resistance to these ideas. It is not supposed that the 
resistance is a deliberate attempt to malign those who suffer with trauma, and indeed 
the results indicate an awareness of the vulnerability of all troops to this, but rather a 
complex array of cultural and contextual factors which seem to maintain trauma as a 
stigmatising and unacceptable problem.
Part of the resistance to trauma is a result of dissonant representations of trauma 
which include conflicting messages from the army as an organisation and a lack of 
language to discuss these issues. Partly the resistance is supported by operational 
concerns and the need for cohesion and finally, the resistance is embedded in a 
culture of silence and a requirement to transform traumatic experiences and reactions 
into more acceptable terms.
It was also striking that the veterans seemed to be aware of the conflicting position of 
being both a recipient of army culture and a creator of such. At times the veterans 
talked about the army culture as something outside of themselves and at other times 
they would talk about “we” and situate themselves as very much part of the culture. 
This seems an area that the army could use to their advantage if they are serious 
about attempting to change the military culture because, to an extent, the fixation on 
group coherence seems to interfere with individual responsibility and, while 
interdependence might be an essential part of the military, this does run the risk of 
diffused responsibility for changing the culture (Forsyth et al. 2002). The veterans 
interviewed seemed to be aware that they were simultaneously creators and 
recipients of the culture and are therefore both responsible for the culture and a 
victim of it.
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Dissonant representations o f  trauma
When examining the first main theme one gains awareness that there are conflicting 
messages which soldiers struggle to integrate, namely that the organisation is keen on 
providing support and that it is acceptable to ask for help which contrasts with the 
veterans’ negative experiences of other people asking for help. Certainly the 
understanding of how to deal with trauma which the veterans represented in their 
discussion links directly to the literature on how trauma is dealt with in the military, 
namely “forward psychiatry” (McHugh and Treisman, 2007) which has been in place 
since WWIL The veterans talked of being taught about keeping traumatised soldiers 
close to the front line and near to their combat units as a way of reducing the effect 
of the trauma, which is broadly what “forward psychiatry” proposes.
In contrast, Link and Phelan (2001) identify loss of status and opportunity as a key 
element of stigma, which indicates that stigma, while not a word used by the 
veterans, is a concern and ties in with Hoge et a l’s. (2004) study which indicated that 
soldiers remained fearful of the impact that disclosing difficulties would have on 
their careers. The repeated examples cited indicate that, for soldiers, this is not 
simply a fear based on what Corrigan and Watson (2002) refer to as “self stigma” but 
an ongoing real concern.
Link and Phelan (2001) also identify social network factors as important barriers or 
gateways to help seeking. Ray (2009) discussed the notion that disclosure of a 
problem would result in a removal from the social network which was seen as an 
important part of military life. Certainly this is reflected in the findings since 
veterans discussed the notion that people would be forced out and lose the close 
network within the military.
Furthermore, a lack of trust in the medical treatment available further undermined 
any sense that disclosure was a useful endeavour. This relates to Sayer et al.’s 
(2009) model of stigma which indicates that the second barrier to help seeking relates 
to whether people believe that the clinicians will be able to successfully treat them. 
As such, lack of trust in the medical treatment available can be construed as a barrier 
for soldiers in seeking help.
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Additionally, within the literature there is a discourse around malingering, and so too 
was it part of the discourse within this veteran group as well. Just as Morel (2008) 
indicated, there remains a problem with differentiating between those who are 
genuinely unwell and those who are malingering; this very concern was raised by the 
veterans. This seems to relate to some of the issues within the final theme of 
legitimising help seeking as there are clearly issues within the veteran population 
regarding how to determine who is legitimately allowed to seek help and who is not, 
and it remains unclear whether someone who is experiencing symptoms, but does not 
have a ‘legitimate’ reason to do so, would be considered to be ‘genuinely unwell’ or 
‘malingering’.
Another part of the dissonant representations of trauma was unfamiliarity with the 
language of trauma and their difficulty in expressing clear and consistent ideas.
Byrne (2000) argues that one of the reasons that there has not been a shift or 
reduction in stigma against those with a mental illness is that there is no language to 
challenge it effectively. Stereotypes based on race or gender may be combated with 
constructs such as “sexism” or “racism” but there is no construct for how society 
construes those who stigmatise people with mental illness. Collier (2010) argues that 
within the military, people do not have a language to talk about mental health 
problems and as a result it is not talked about and is therefore seen as unimportant. 
This ties in with the final theme, as it would seem that the veterans perceived that the 
military culture required them to actively find ways of transforming trauma, 
including using humour and alcohol, thereby negating the development of 
appropriate language.
Thus there is circularity to these ideas, in that if one does not have a clear and precise 
definition and understanding of trauma, it becomes difficult to determine who is 
genuinely ill and whether their symptoms are legitimate. In addition there is the 
complication of being fearful that disclosure would result in being judged as 
malingering by others and thus provide a further barrier to disclosure. As 
demonstrated in the introduction, many of the theories around help seeking identify 
that people’s own understanding of symptoms and beliefs about both distress and 
others attitudes are likely to impact on whether someone seeks help. The results
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indicate a situation in which people have a loose grasp on the concept, are worried 
about the impact on their careers, have questions regarding both legitimacy of help 
seeking and concerns about being seen as malingering and all these factors appear to 
present formidable barriers to help seeking.
Trauma interferes with operational imperatives
The analysis indicates that trauma is intolerable within the military unit structure. 
Veterans emphasised the fundamental importance of group cohesion and 
interdependence in the achievement of operational tasks. Those who are traumatised 
are likely to interfere with this interdependence and hence successful task 
completion. Due to the essential need for cohesion, the discussions of the veterans 
indicated how normative processes are used to ensure cohesion, such as bullying and 
intimidation. The social psychological literature within groups suggests that the more 
interdependent the group is, the more productive it is (Brown, 1988). Furthermore, 
Lewin (1948, in Brown 1988) indicates that “a group exists when the people in it 
realise that their fate depends on the fate of the group as a whole” (pg 35). This 
seems especially real for soldiers for whom a lack of unity might literally be a matter 
of life or death. This implies the need for a great deal of trust, and the veterans 
perceived that trust is absent with regard to those considered traumatised. This is 
partly a result of a lack of trust in the army medical services and partly because there 
is a belief that those who are suffering with a traumatic reaction are likely to be less 
trustworthy in a battle situation. This reinforces Pescosolido et a l 's (2008) finding 
that in general life people still hold a stigma against working with someone who has 
a mental illness. One could see how this concern might be especially prevalent in 
high risk and high demand jobs such as the armed forces.
Thus from the perspective of the veterans, having a member of the group who is 
traumatised becomes intolerable, as the lack of trust would create a breakdown in the 
interdependence of the group and would thus interfere with operational objectives as 
well as potentially placing the group members’ lives at risk. This is certainly the 
view put forward by Sammons (2005) who argues that, because soldiers are required 
to be “fit for service” it is reasonable for the military to place restrictions on people
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with mental health problems, since, in theory, the actions or non-actions of one 
person in the unit could jeopardise the lives of others. However, one needs to also 
consider this finding in light of Moreno and Bodenhausen’s (2001) finding that 
people will actively search for a reason to hold on to stereotyped or stigmatised 
views and that, while it is presented as a ‘operational imperative’, these views may 
be a way of ameliorating the dissonance between wanting to appear sympathetic, but 
still holding the stigmatised view.
It is important therefore to consider that this belief that those who are traumatised are 
likely to place the groups’ success and lives at risk does not appear to be based on 
any received or experienced knowledge. It seems to be an assumption that those who 
are traumatised make bad soldiers, but this remains to be tested. While it is clear that 
the symptoms of trauma are deeply distressing to the individual, it may be that they 
remain good soldiers, capable of undertaking their roles.
Ambivalence regarding self-disclosure
The foregoing discussion indicates ample reasons why soldiers would be reluctant to 
disclose psychological distress or traumatic reactions. Within the stigma literature, a 
distinction is made between actual and anticipated stigma (e.g. Freidl, et ah, 2007; 
Wester et ah, 2010). In other words, within this context are there real consequences 
for soldiers who disclose combat-related problems or is there merely a fear of stigma 
or the presence of self stigma? The results seem to indicate that, given the drive for 
cohesion and the belief that this would be affected by someone with distress, it is 
reasonable to assume that there is indeed an ongoing negative effect on those who 
disclose problems. However it is possible that being aware of this treatment towards 
others, also plays a role in creating a fear of being stigmatised, and so to a degree it 
might be that both real and anticipated stigma is at work.
However disclosure is also influenced by the question of whether one is legitimately 
‘allowed’ to be distressed. Notions of legitimacy involved the social psychological 
process of downward comparison by which people attempt to improve their own 
subjective well being by comparing themselves to those they believe are less
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fortunate (Wills, 1981). However, this process may effectively create impairment to 
well-being through a failure to self-validate distressing experiences. Other forms of 
comparison were drawn to indicate when help seeking was legitimate, including 
comparison to others who appear to have the same symptomology and a lack of 
understanding or awareness of what level of difficulty might be considered to meet 
diagnostic significance, which supports Spoont et al. ’s (2009) finding that many 
soldiers do not know when their symptoms become problematic. Furthermore this 
was consistent with Dekel et a l’s. (2004) finding that soldiers tended to compare 
themselves to others and saw themselves as less worthy of help.
What is of concern regarding these comparisons and the process of legitimisation is 
that none of them appeared to be based on a clear understanding of what clinicians 
might consider problematic symptoms or indeed any symptomology at all. 
Comparisons were based on ideas of how severe the combat was and how other 
soldiers appear to be coping. As such, this conceptualisation then privileges the 
quality of the combat experience, rather than the validity of the individual’s 
symptoms. This, in turn, links to another aspect of the current findings that, whilst 
there is a stated working definition of what trauma is, this notion appears to be fluid 
and the veterans seemed to be unable to hold onto this notion throughout their 
discussions. This notion of a fluid and uncertain understanding of trauma is 
ultimately enmeshed with disclosure in that one of the cultural expectations 
perceived by the veterans is to transform traumatic incidents and reactions into 
something humorous and exciting. By going through this process there is no need to 
ever learn the language to describe or articulate trauma. As such the culture becomes 
self perpetuating in that, by never learning a language, it remains difficult to fully 
understand the ideas of trauma and thus the stigma is never really overcome. 
Furthermore, it also serves to make disclosure that much harder, because without the 
language to express one’s experience, one is left silent. In turn, with people being 
both unable and unwilling to disclose distress, the problem remains the prerogative 
of the few and thus does not become ingrained within the mainstream of the military, 
which would enable beliefs about trustworthiness and capability to be tested out and 
either supported or unsupported.
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Evaluation
Using Braun and Clarke’s (2006) outline of how to evaluate a Thematic Analysis 
study, there are a number of strengths to this study. On the first issue of coding, 
attached appendix 8 provides the opportunity to examine that the coding was done 
thoroughly and each data item was coded. Furthermore, the themes have been 
checked against the data and are both original and consistent and the data has not 
been treated superficially. The researcher has attempted to be transparent in the type 
of analysis done and has reflected on their influence and role in constructing the 
study and interpreting the data. Using Yardley’s (2000) fourth criteria, this study 
does seem to provide useful areas that might be considered for both future research 
and practical interventions.
However, there are a number of critiques which might be levelled at the study. The 
first critique relates to the sample, which included a number of veterans who had left 
the military more than a decade ago. Given that veterans often develop symptoms 
more than 10 years after an event, this does not invalidate the findings regarding a 
veteran population, however it does mean that there are questions regarding how 
applicable the findings are to currently serving soldiers. It should be noted that those 
who had left more recently did not generally appear in opposition to the findings; 
however this is a factor that needs to be considered.
Additionally, one needs to consider that the veteran population have now left the 
military culture and thus have a different perspective than those still serving, based 
on time away from what is described as a very close-knit environment. It was 
anticipated that this might provide insights which were less influenced by issues such 
as career progression and loyalty and would allow for a more ‘honest’ discussion. 
However within the sample there were participants who clearly still felt a deep sense 
of commitment and loyalty to the army and there were also participants who felt a 
degree of resentment and hostility towards the army, thus it is unclear whether that 
aim could ever be completely achieved. Furthermore, by not accessing currently 
serving solders, one clearly runs the risk of the results being unrelated to the current 
army context.
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All the participants were volunteers and this inescapably affects the nature of the 
sample. Volunteers will always represent an accessible part of a potential sample, 
while those who do not wish to take part, may have very conflicting views which go 
un-accessed or represented.
The use of focus groups as a method of data collection has a number of advantages 
and disadvantages. As was discussed in the methodology, it was anticipated that a 
focus group would allow for a conversation to develop, which would provide an 
insight into how peer groups within the military might converse. Bliese (2006) 
argues that within the military, “intragroup” processes are believed to strongly 
impact on the well-being of individual soldiers. Thus it is important to conduct the 
research in groups, as this provides a replication of these intragroup discussions. 
From the nature of the discussions however, it seems that this experience did not 
strongly replicate a peer group, as both focus groups indicated that they had never 
had a conversation similar to that discussion. However, focus groups did provide an 
opportunity for opinions to be tested and for people to seek consensus or to challenge 
each other’s views, which allowed for a richer conversation and also enabled the 
researcher to remain less directive in the conversation than in a one-to-one interview. 
However it is possible that given the findings regarding stigma and difficulties with 
disclosure, there were other issues which were not discussed or raised as a result of 
being around other veterans. It should also be noted that the groups were divided 
broadly into a rank structure and while this was done to replicate a peer group, both 
focus groups indicated that they would have been interested to have the discussion in 
a ‘mixed’ group.
The use of all male groups is inevitably limiting as it provides insight into the 
experiences and articulations of men only. However, Basiuk and Hegadoren (2006) 
indicate that there should be gender specific health research because men and 
women have different patterns of health and sickness, arguing that the lifetime 
prevalence of exposure to aversive events is higher for men, but the risk of 
developing PTSD is twice as likely in women. The decision to focus on male 
veterans at this stage was based on providing insight into the majority of veterans, 
who are male; however it would be important to repeat this study with a female
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sample in order to ensure a more accurate understanding of these issues across the 
gender divide.
Another area of consideration is the notion of gender and masculinity. This was a 
discourse which appeared regularly in the literature, however was barely mentioned 
by veterans. This is a striking absence, especially as the groups were all male. It is 
unclear whether this is because of the presence of a female researcher or whether the 
participants were so used to the masculine nature of the culture that it did not bear 
mentioning, or whether perhaps the veterans did not consider this to be an issue at all 
within the discussion of trauma.
Following on from this is the role and impact of the researcher on other areas. The 
participants were aware of the researcher’s status as a trainee clinical psychologist 
and thus the researcher’s interest in psychological material. This may have impacted 
on the nature of the discussions, as they may have been discussing issues which they 
considered relevant to psychology, and not discussing other important issues, 
considered less relevant.
As indicated in the method section, the researcher has a generally positive attitude 
towards the military and approached the research with a curiosity regarding the 
subject matter. The researcher attempted to avoid allowing any pro-military bias to 
affect the study, by avoiding any personal disclosure of opinion, but it is possible that 
these views were made evident in subtle or non-verbal ways and may have impacted 
on how people participated.
Finally, this study is clearly culturally bound and may bear little resemblance to 
findings which might be found within other cultures or contexts. This was deliberate 
and in keeping with the contextualist method of thematic analysis, however this also 
means that this study is bound within a particular context and time, and can only 
represent the findings of this group of veterans, in this time and context.
184
Implications for the British Army
The findings in this study appear to highlight a complex dilemma for the military. It 
seems that the military have a difficult ethical problem to deal with since the role of a 
soldier involves the almost inevitable experience of being exposed to traumatic 
situations. While in other organisations, people can anonymously seek help without 
this having any impact on their work, this seems to be less of an option for soldiers 
and thus the military have an ethical obligation to ensure that soldiers and veterans 
have easy access to appropriate treatment and that they have the cultural acceptance 
and encouragement to make use of these options. The discussions seem to indicate 
that many of the veterans have been given training on these issues, but that the 
training and the day-to-day culture remain in opposition and that despite the need for 
soldiers to have support, the culture appears to mitigate against this.
Thus the primary task might be seen to be engineering cultural change, which is a 
complex and difficult process in any organisation. This process is made more 
complex for the army because it seems that there is a deep seated belief that those 
who are traumatised are deemed to be untrustworthy and thus dangerous to the lives 
of their fellow soldiers.
Therefore the dilemma is as follows: The military has a moral obligation to provide 
appropriate treatment and support for their soldiers and veterans for all injuries they 
might incur as a result of conflict, including mental health injuries. If soldiers are to 
feel supported and able to seek help, the military culture regarding this, needs to 
shift. However, if it is true, that traumatised soldiers are likely to put others at risk, 
then having a mechanism through which traumatised soldiers are excluded and 
forced to leave, may be in the interests of the soldiers who need to fight alongside 
them and attempting to ‘force’ soldiers to accept their traumatised companions may 
have disastrous effects on the very group cohesion that is so vital to the army.
Implications for clinical practice
This study seems to provide a helpful way to begin to understand the cultural and 
contextual factors which affect the veteran population, especially for clinicians not
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working daily with a soldier or veteran population. Rothman (2008) discusses the 
importance of ‘cultural competence’ when working with a specific cultural group, 
different to that of the clinician, and this study provides some helpful information 
regarding how to achieve a measure of cultural competence .Firstly, one needs an 
awareness of the difficulties which a veteran or soldier might have with disclosure 
and the lack of appropriate language with which to do so. Secondly, one needs to be 
aware of the potential tendency to attempt to transform the trauma by using humour 
or alcohol. It is important to be aware that no matter how loyal or hostile to the 
military the individual may be, they appear to remain deeply embedded in the 
culture.
It would therefore seem imperative to provide a clear understanding of what trauma 
is and how it happens, early on in treatment. It would also seem useful to deal with 
the downward comparisons, as these beliefs may interfere with either full disclosure 
or commitment to treatment. It may also be necessary to help the client learn a new 
vocabulary. Generally in therapy it is considered good practice to allow the client’s 
language to dominate, however with a group of people who do not have the language 
to fully articulate their feelings and thoughts and distress, it may be helpful to guide 
them and help them learn how to do so.
Given the concerns with language and the difficulties with disclosure, it seems 
possible that soldiers and veterans may respond well to a less language based 
intervention such as EMDR (Eye movement desensitisation and reprocessing) or art 
therapy.
Future research
In order to provide a more complete understanding of how veterans and soldiers 
understand and make sense of trauma, it would be useful to replicate this study with 
a variety of other groups including female veterans and both male and female serving 
soldiers.
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As a researcher, one may become aware of information that doesn’t have the status 
of research evidence, however through clinical work, anecdotally the researcher has 
been told that soldiers who are experiencing symptoms of PTSD feel most 
comfortable in a combat zone, that their symptoms do not impede their performance 
and that none of their colleagues were particularly aware of the symptoms beyond 
the occasional poor night’s sleep. Furthermore there are anecdotal indications that 
people only become aware of symptoms when attempting to reintegrate into civilian 
life. This is an area which is worthy of exploration as it may help evidence whether 
those who are traumatised need be excluded or if they are still able to function as 
soldiers.
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Ethics Committee
481-PSY-10 
PAMELA REEVES
A Discourse Analysis of the construction of 
Trauma am ongst Ex-United Kingdom Military 
personnel
Dr Laura Simonds
15th July 2010
The above Project h a s  been submitted to the FANS Ethics Committee.
Favourable ethical approval has now been  granted. *
Signed: _U
Di Adrian 
Cn air
Dated: 2 ^  T u l y  2 o « o
Chair's Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
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Appendix 2: Advert
UNIVERSITY OF
SURREY
AKli YOU EX-AUMY?
DO YOU HAVE VIEWS AND OPINIONS 
ABOUT THE EFFECT OF WAR ON SOLDIERS?
Would you be w illing to  share your th ou gh ts in a 
discussion w ith a small group o f o ther ex-army people?
(maximum 8 oeopfe a a croup)
My narre is Pamela Reeves and I am completing 
my training in psychology at the University of Surrey
I ’M INTERESTED IN WHAT TRAUMA 
IS AND WHAT SOMMERS DO ABOUT IT?
If you said yes to the above questions, 
tnen I d like to hear from you.
H
Please contact me for a chat and more information 
about the study if you are interested.
Email: armystudy@hotmah.co uk 
" Mobile: 07766 682040
Display until 31 January 2011
1 9 5
Appendix 3: Information for Participants
U NIVERSITY O Fm SURREY
INFORMATION FOR PARTICIPANTS
Title of Study:
A DISCOURSE ANALYSIS OF THE CONSTRUCTION OF TRAUMA
AM ONGST EX UNITED KINGDOM MILITARY PERSONNEL
1 9 6
INFORMATION FOR PARTICIPANTS
STUDY TITLE
A Discourse Analysis of the construction of Trauma amongst Ex-United Kingdom Military 
personnel.
INVITATION TO TAKE PART
Let me start by saying thank you for showing an interest in taking part in this study
Before you decide, you need to know why the research is being done and what you would 
be asked to do.
Please read the following information carefully and talk to others about the study 
if you wish. Feel free to ask me any questions about the research or anything that is 
unclear. Take some time to think about whether you want to take part.
WHAT IS THE PURPOSE OF THE RESEARCH?
A number of people report that after seeing or being part of a traumatic event, 
they experience a variety of negative effects, such as feeling quite low, getting anxious 
and having problems sleeping. There is a lot of information in the media and in research 
studies that shows that people in the military often take a long time before getting help 
for these problems.
When researchers have looked at why this is the case, it is often said that there are 
problems or difficulties around asking for help. But there have been other studies that 
show that people in the army actually don't think badly of people who have these effects, 
which suggests that help seeking is not always difficult. This study is about what people 
who have been in the army think trauma means and their views on the effect this has.
WHO IS DOING THIS RESEARCH?
My name is Pamela Reeves and f am currently doing my 
doctorate in clinical psychology at the University of Surrey. 
S am doing this study as part of the requirements for my 
doctorate.
Reeves
1 9 7
WHY HAVE I BEEN INVITED TO TAKE PART?
I am looking for m en and w om en  over th e  age  o f 18 w ho have worked for the UK army.
I am looking for people across different ranks to  try and get a clearer picture o f h ow  these  
issues are discussed in different places in the organisation.
You have been  identified as som eon e w h o  m eets those requirements and you live in the  
Hampshire/Wiltshire area during th e  tim e o f the study.
I am hoping to  speak to  4  groups o f people, each with betw een  4  and 8  people, w h o  all 
m eet these criteria.
The groups will either be all m en or all w om en.
DO I HAVE TO TAKE PART?
It is entirely up to  you to  decide if you w ish to  take part. I will describe the study and  
g o  through all the information in this form as well as be available to  answ er any other  
questions you may have.
W hen you have had a chance to  think about w hat w e  have talked about and the  
information in this form, you can decide if you wish to  take part.
If you decide to  g o  ahead, you will need  to  sign a consent form to  say that you are happy 
to  proceed.
You will be free to  withdraw at any tim e w ithout having to  give a  reason.
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WHAT WILL I BE ASKEI) TO DO? I
You will m eet with me and betw een 3  and 7 other people w ho were o f a similar rank to 
yourself. I am hoping to  have these meetings very locally, so that no-one has to  travel very 
far. We will most likely m eet in places such as a village hall, tow n hall or a local British 
Legion dub.
These groups will be set up w hen I have a few  people w h o  are willing to  take part, so the 
details of w hen and where will be confirmed w hen I have som e participants, but you would  
be given lots o f notice.
I will lead a discussion betw een the group and w e  will cover a range of topics such as w hat 
people mean by the word "trauma" and your views about how  this might affect people or 
not. W e will talk about whether or not you think people should ask for help and whether 
this is a problem or n o t  You will not be expected to  share personal information if you 
do not wish too. You do not have to  have experienced any traumatic event to  take part 
in the research. I do not anticipate that anyone will find the conversation embarrassing 
or distressing in any way, but if this should happen, I will be able to  give you information 
about where to  get support.
The group discussion should take about an hour and you would not have to attend more 
than once.
As this is not a physical exercise, there are no real restrictions on your lifestyle before hand, 
although it would be preferred if you were not under the influence of alcohol at the time 
of the group discussion.
At the end of the study you can have a copy of the findings. If you w ant to, please let me 
know. •
WHAT Alto THE im N E m ’S OF TAKING PART?
The study will not benefit you directly, but the information may be of benefit in helping us 
understand reactions to  trauma and asking for help.
WHAT ARE THE POSSIBLE DISARVANTAGES AND RISKS OF TAKING PART?
There are very few  risks in taking part in this project. It is possible that you may feel 
uncomfortable at times during the discussion, however you will not need to  talk about your 
ow n experiences directly and you will not have to  disclose anything you don't wish too.
There is also the possibility that you find the discussion upsets you. If this is the case,
I could signpost you to further help.
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INPOIUIATIOR FOR
CAN I WITHDRAW FROM THE RESEARCH AND WHAT WTUL HAPPEN 
IF I DON’T WANT TO CARRY ON?
You can withdraw from the research without having to  give a reason.
ARE THERE ANY EXPENSES AND PAYMENTS WHICH I WILL GET?
You would be paid for any travel expenses that you incur to  get to the discussion, 
up to £10.00.
WILL MY RECORDS RE KEPT CONFIDENTIAL?
I will be recording the discussion on a digital recorder. The plan is to transcribe the 
recording into a typed format as quickly as possible. The original recording will then 
be stored at the university in locked storage for 10 years. The transcribed data will then 
be totally anonomysed and will be kept on a password protected laptop and memory stick.
The consent forms will be stored separately and also locked at the university for 10 years.
This lengthy storage is so that if other scientists ever dispute my findings, they have time to 
go through the data and check whether I have been honest and accurate in my reporting;
I am unlikely to need to contact you for further research relating to  this project, however, 
it may be that I use the same information that I collect for other projects in the future.
a. Who will have access to the records and resulting data?
During the project, the only people who will have access to the data are myself and my 
two supervisors for this research. Dr Hacker-Hughes is head of psychology for the MoD and 
Dr Simonds is a research tutor at the University of Surrey. They will only have access to  the 
anonomysed data.
I will also be using a transcriber to type up the interviews. This person will have to sign a 
confidentiality agreement and will be chosen from out of the local area, so that there is a 
limited chance that they will recognise anyone's voice. If they did recognise anyone's voice, 
they would be expected as part of the confidentiality agreement to stop transcribing.
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WHO IS ORGANISING AND FUNDING THE RESEARCH?
The research is being overseen by the University of Surrey as part of my doctoral research. 
They have provided me with a small budget for this research although other funding will be 
provided by myself.
WHAT WILL HAPPEN TO THE RESULTS OF THIS STUDY?
I hope to  publish the results o f the study in an academic journal. It may be possible to  
publish more than one paper from this study, but this will depend on the data collected.
You would never be personally identifiable in any publication.
If I am unable to publish the study in a journal then it is likely that I will place the abstract 
on a database called "Dissertation Abstracts International". The final research project for 
the university will be bound and be available through the university library.
I would also make a copy o f the research available for the MoD.
If you would like a copy o f this, I would be happy to send you one.
W HO HAS REVIEWED THE STUDY?
All research is looked at by an independent group o f people, called a "Research and Ethics 
Committee" which has been set up to protect your safety, rights, well-being and dignity. 
This study has been reviewed and given a favourable opinion by the Faculty of Arts and. 
Human Sciences Research Ethics Committee at the University of Surrey.
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FURTHER INFORMATION, QUESTIONS OR COMPLAINTS.
As the chief investigator for this project, I will be available to answer any questions you 
may have about this research. Please contact me a t any of the following contact points, 
however it is likely to be most efficient to contact me either on my mobile or my email 
address.
In the case of a complaint, in the first instance please contact myself at the below details.
Name:
Post Title: 
University Address:
Pamela Reeves
Trainee Clinical Psychologist
PsychD Clinical Psychology 
Department of Psychology 
Faculty of Arts and Human Sciences 
AD Building 
Guildford
Telephone:
E-mail:
GU2 7XH
07766682040
armystudy@hotmail.co.uk
If however, I cannot answer the questions or am the subject of your complaint, 
please contact the Chair of the Faculty of Arts and Human Sciences Ethics Committee, 
Dr Adrian Coyle.
Tel:
Email:
01483 689 445 
A.Coyle@surrey.ac.uk
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Appendix 4: Consent Form
4f UNIVERSITY' OF
#  SURREY
CONSENT FORM
FOll PARTICIPANTS IN llCSIiARCH STUDIES
Title of Studv:
A  DISCOURSE ANALYSIS OF THE CONSTRUCTION OF TRAUM A A M O N G ST
EX-UNITED KINGDOM  MILITARY PERSONNEL
* The nature, aims and risks of the research have been exp aimed to me. I nave reac 
and understood the Information for Participants and understand what is expected 
of me. AI my questions have been answered fully to my satisfaction.
* l understand that if I dec tie at any time during the research that I no longer wish to 
participate in this project, I can notify the researchers invoVed and withdraw trom it 
immediately without having to give a reason,
* I consent to tre process ng of my personal information for the purposes o* this 
research study. I understand that such information will be treated as strictly 
confidential and handled in accordance with the provisions of the Data Protection 
Act 1998.
* I agree to volunteer as a participant for tie study described in the information sheet 
and give full consent.
» Th s consent is specific t o  the particular study described in the Information for 
Participants attached and shal not be taken to imply my consent to participate 
in any subsequent study or deviation from that dete led here.
Part upanl's Statement
agree tnat the research project named above has been explained to me to my 
satisfaction and I agree to take part in the study. I have read both the notes written 
above and the Information for Participants about the project, and understand what 
the research study involves.
would like to / would not like to be in receipt of a full and final copy of the research 
project
Signed  -  Date
2 0 3
Appendix 5: Demographics Questionnaire
Demographics Questionnaire
Age now:
Gender:
Self defined ethnicity:
Sexuality:
Year and age joined armed forces:
Year and age left armed forces:
Rank on joining:
Rank on leaving:
Served in any conflict zones?:
If yes, which one(s)?
Appendix 6: Interview Schedule
U N I V E R S I T Y  O F
S U R R E Y
Questions for Discussion:
Exploring Trauma
• What does the word “trauma” mean to you?
o What do you think a traumatic event is?
o What do you think a traumatic reaction is?
o Are military related traumatic events / reactions different to these?
o How does your understanding of trauma affect how you treat others who
might experience a negative reaction to a traumatic event? 
o What are your thoughts about people who say they have been traumatised by 
things such as a difficult meeting with a colleague or a bad experience at 
work?
■ Have your thoughts on this changed since you left the army?
■ How and why?
• Do you think there a link between trauma and mental health?
o If not, what are your views on people who describe having mental health 
problems that are related to trauma? 
o If so, how do you think they are linked? 
o Have your thoughts about this changed since you left the army?
■ How and why?
Perceptions of those who have traumatic reactions
• How would you see yourself or others if you or they experienced a negative reaction 
to a traumatic event?
o Has this changed since you left the army? How and why?
• Does having a reaction to trauma cause more problems inside the army or when you 
have left the army? In what way?
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• Is having a reaction to trauma helpful in the world of combat?
o What kind of reaction is helpful/ not helpful?
• What is your experience of how people outside the army talk about trauma and 
trauma reactions?
• Is the way non-army people talk about trauma different to how you would talk about 
it with other people from the army? How?
• What do you believe that people in your community think about soldiers who have 
traumatic reactions:?
o Why do you think that? Do you have any examples of that?
• What do you think that society in general thinks about soldiers who have traumatic 
reactions?
o Why do you think that? Do you have any examples of that?
What do people do about it?
• How does your understanding of trauma affect what you think people should do?
o Has this changed since you left the army? How and why?
• Have you ever experienced or seen someone being discriminated against because of 
their reactions to a trauma in combat?
• What do you think are the likely effect on someone’s career prospects if they 
develop combat related trauma
• Why do you think people who experience problems as a result of trauma in combat 
appear to find it so difficult to ask for help?
• Does it matter that people don’t ask for help for a long time? Why? Why not?
o Has this view changed since you left the army? How and why?
• If someone has a traumatic reaction, what would you want them to do?
o Has this view changed since you left the army? How and why?
• If someone has a traumatic reaction, what should the army do?
o Why?
o Has this view changed since you left the army? How and why?
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Appendix 7: Debriefing Sheet
S U R R E Y
DEBRIEFING SHEET
UNIVERSITY OF
Thank you for taking part in this study looking rto what ex-army personnel think 
trauma means and their views on the effect this has it is estimated that it takes 
soldiers an average of 10 years of struggling with the effects of a combat related 
trauma before they seek help. Some studies indicate that this is because people feel 
that that tnere is a stigma attached to asking for help. But there are otner studies that 
show that people in the army do not think that there is anything wrong with people 
seeking help
Alongside this, researchers have found that if people are going to ask for help, they 
are most likely going to talk to ther peers first. If the ' peers ind cate that they should
not get help they are less likely to co so
This study is looking at this issue. Namely, how do oeople talk about issues of trauma 
and the effects of traumatic events on people in the army. The argument is that the 
way we talk about things affects how we behave and if we can understand how 
people talk about these issues, we w li be closer to understanding one of the <ey 
factors which affects whether peoo e seek help or not Having understood tnis, we 
may be ;n a better position to help change and improve how people access help in the 
future
I sincerely hope that you found the process interesting and fun to be involved with.
I also hope that you have no negative effects as a result of the study. However, if you 
should feel in any way upset or unhappy about either tie  process or simply as a result 
of talking about these issues, tnere are a number of opt ons available to you
if you would I ke to make a complaint about anything, please in the first instance 
contact Pamela Reeves, the researcher or Dr Laura Simonds at the University of Surrey.
Name: Pamela Reeves (Researcher)
Telephone: 07756 682 040
Name: Df Laura Simonds (Supervisor)
Telephone via Psychology Department: 01483 689441
If this is either nappmpr ate or unsuccessful, p ease contact the Chair of the Faculty 
of Arts and Human Sciences Ethics Committee, Dr Adrian Coyle
Telephone 01483 689445
However, if you are looking for emotional or psychological support as a result of 
issues ra sed by the subject matter, them are different ways to access he p. vou can 
contact your GP, who will ne able to refer you into the NHS mental health services. 
Alternatively, there arc a number of organisations dedicated to provid ng support to 
ex-service personnel, two of wnose contact details are listed below.
Combat Stress Veterans:UK
Telephone 01372 587000
FmaiL contactus@combatstress.org.uk
Freephone. 0800 169 22 7/ (UK mly) 
Email: veterans.help©spva gsi.gov.uk
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Appendix 10: Confidentiality Agreement with Transcriber
Conüdtinlhtlh.v Agreement
Behvccn I'amelsi JReevw (Researcher) ami ,1« l^irter (Transcriber)
1, ,Ti>P<irlei- have agreed Iv underlakc & series ol" iru-iscrLptic'n jvb s iur Pamela R eyvcs; v,Jio is  
airreniLly undertaking ü ilt.'Vjtmite in peychnli^y iclim cal) and ih^se transcripls xvi l lonr.rhc 
to.sis o f  hot' fin d  miiior research pm ject
'I he original uudio flies w ill W  senl dlher via cinaii or via rnenioiy r t id  :<i m y work address. 
I he file; w ill he iriuiscribcc. into M S Wli id Documents. Purin y. lire process <.ii .tinscriod.oix 
any identilying derails su d i as niimes or place nam es w 'll not be incAidod in  die ttanscnpi.
O utx c«oh transcript i> cMsmniele. it w ill be cnwileil m fiamcia R eeves uuii any o f  the audio 
files will be returned or de!eled.
I -i^ree not to dism iss any o f  the details v f  ihe data with anyone and if  I rcco g m x d  any o f the 
w lc c ; .  I w ould lei Pamela Reeves know and would excuse myseJi'from the work.
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